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As nurses, we seek to gain nursing wisdom and apply it in our daily practice, yet 
the process of practicing with wisdom has not been well explained for nursing. The 
purpose of this dissertation was to develop a theory of wisdom in action (WIA) for 
clinical nursing, beginning with a formal concept analysis.  
In Phase 1 (Aim 1), a preliminary theory was developed deductively using 
derivation and synthesis, based on theories and models from psychology, education, and 
nursing. Pertinent concepts were identified and nursing-specific definitions created. The 
theory included four dimensions: person-related factors, environment-related factors, 
knowledge, and wisdom. 
Separately, a constructivist grounded theory approach inductively captured the 
experience of wisdom in nursing practice (Aim 2), based on wisdom narratives from 30 
emergency department nurses. The resulting grounded theory focused on two processes, 
technical and affective, juxtaposed on a foundation of expertise. New findings were the 
importance of affective characteristics such as emotional intelligence and confidence.  
Finally, the theories were synthesized into the Theory of Wisdom in Action for 
Clinical Nursing. The theory describes two antecedent dimensions, person-related and 
setting-related factors, and two types of wisdom processes. General wisdom processes 
apply to patient care and describe the actions nurses take during a stressful or uncertain 
iv 
 
event. Personal wisdom develops afterwards, as a feedback loop with reflection, 
discovery of meaning, and learning, followed by increased knowledge and confidence.  
Wisdom is critical for all areas of nursing practice. The Theory of Wisdom in 
Action for Clinical Nursing provides a working framework for translating wisdom in 
clinical nursing practice into theoretical and practical terms, depicting both the science 
and the art of nursing. This novel theory displays how nurses practice with wisdom, and 
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Informatics has been identified as one of the core competencies for nurses in all 
specialties and at all levels of practice, not just for informatics nurse specialists 
(American Nurses Association [ANA], 2008; Staggers & Thompson, 2002). Early 
definitions of nursing informatics (NI) coalesced around Graves and Corcoran's (1989) 
seminal article outlining data, information, and knowledge as foundational concepts for 
the specialty (ANA, 2008). In 2008 the ANA revised the Scope and Standards of 
Practice for nursing informatics to include an additional concept—wisdom—in the 
definition of nursing informatics (ANA, 2008; Nelson, 2002). Building upon early work 
in the fields of information science and informatics, this resulted in the Data, Information, 
Knowledge, Wisdom (DIKW) framework (ANA, 2008). The DIKW framework is one of 
the core conceptual frameworks for the study of nursing informatics; however, the 
wisdom concept within the framework has not been clearly explained or defined. In order 
for the framework to be effective, nurses must understand what the concepts, including 
wisdom, represent in the context of clinical nursing practice, and how they are formulated 
and applied. 




settings and roles, and that informatics knowledge and skills are integral for all nursing 
practice. Thus, it logically follows that the concept of wisdom applies to nursing practice 
as a whole and is not limited to nursing informatics specialty practice. It also does not 
appear that the ANA intended the concept of wisdom to be limited to its use within the 
DIKW framework, because the concept was included within the ANA’s core definition of 
informatics practice (ANA, 2008).  
 
Statement of the Problem 
 
The addition of wisdom to the nursing informatics scope and standards raises a 
number of questions and challenges. Nurses are challenged to develop ways to classify 
and measure wisdom. Means to discover the meaning and experience of wisdom in 
practice by identifying wisdom attributes (inherency and cause) and the relationships 
between them are essential to support expert practice as well as the decision making of 
more novice nurses (ANA, 2008). The concept and experience of wisdom within clinical 
nursing practice have not been clearly explained, however, and the applicability of 
applied wisdom (or wisdom in action) to clinical nursing practice has not been 
researched. Therefore, the extent to which wisdom is uniquely experienced among nurses 
in clinical situations is unknown. 
Including wisdom as one of the concepts within the DIKW framework suggests 
that the concepts influence each other and that wisdom is in some way the result of 
combining or synthesizing the other three concepts. On the other hand, data, information, 
and knowledge have specific implications in terms of information structures (Blum, 
1986; Graves & Corcoran, 1989), while wisdom seems to be an intrinsically human 




Wisdom is a cultural construct (Baltes & Staudinger, 2000). A cultural construct 
is an anthropological term that suggests our shared understanding of some aspects of the 
world, such as illness, gender roles, or the experience of death, are culturally defined. It 
reflects the shared views of a group of people who see the world a certain way, and how 
these shared views shape behavior. The social construction of reality is an unending 
process, reproduced by people acting on their interpretations and their knowledge of it. 
Wisdom can be thought of as a cultural construct that is uniquely defined by a group of 
people; the descriptors of wisdom vary in different cultures (Staudinger & Glück, 2011; 
Takahashi & Bordia, 2000).  
Wisdom has been modeled and explained in other disciplines, such as psychology 
and education, but the extent to which those models are useful in nursing is unclear. 
Similar concepts, such as expertise and various forms of knowledge and ways of 
knowing, have been articulated in the nursing literature, but those concepts seem not to 
be quite the same as wisdom (Benner, 1984, 2000; Carper, 1978; Smith, 2009). We do 
not know precisely what the attributes of wisdom are, nor the relationship between those 
attributes. Hence, we do not have a formal definition of wisdom within the context of 
clinical nursing practice. We do not know the extent to which wisdom may have unique 
meanings and relationships in nursing; it is therefore difficult to determine how nursing 
knowledge influences nursing wisdom, how experience is reflected in nursing wisdom, or 
how wisdom relates to concepts such as clinical judgment, expertise, forms of nursing 










Wisdom has not been explained specifically for nursing practice. Benner (1991) 
defined nursing practice as skilled action and expertise. Nurses practice in many roles and 
settings, but most nurses practice in the clinical setting, doing bedside care at some point 
in their career. Therefore, we need to understand how we should think about wisdom as 
applied within the context of clinical nursing in specific situations before we can progress 
to address other challenges. The specific practice examined was emergency room 
nursing, because emergency room nurses have the autonomy to make decisions and 
perform interventions.  
There are three assumptions regarding wisdom in action (WIA). The first 
assumption is that nurses provide care for patients using wisdom. Second, data, 
information, and knowledge precede wisdom. Third, wisdom is a situational process. 
Finally, during the act of providing care, data, information, and knowledge are used to 
assist in decision making and care.  
 
Study Purpose and Aims 
 
The purpose of this dissertation was to develop a theory of wisdom in action for 
clinical nursing. Theory draws key concepts together by positing relationships between 
them, and as a result of the concepts being related in particular ways, processes or 
phenomena are defined. The theory then produces an explanatory framework that 
reinforces its own orientation while also shaping subsequent observations. Nursing theory 
provides the principles that underpin practice and helps us decide what we know and 
what we need to know (Colley, 2003). Therefore, defining a theory of wisdom in action 




and role in the healthcare setting.  
The process of theorizing WIA was developed in three steps: first, a theory was 
developed using derivation and synthesis. Next, a second theory was developed using 
constructivist grounded theory (CGT). Finally, the two were compared and synthesized to 
produce the final Theory of Wisdom in Action for Clinical Nursing. Specific aims were:  
• Aim 1: To develop a descriptive construct and graphical representation 
(model) of wisdom in action within the context of clinical nursing practice. 
The research questions were: (a) What are the attributes of wisdom in clinical 
nursing? (b) What concepts are related to, but distinct from, wisdom in 
clinical nursing? and (c) What are the relationships between the attributes of 
wisdom, and between wisdom and related concepts, in the context of clinical 
nursing?  
• Aim 2: To understand how emergency room nurses construct the meaning of 
wisdom in the emergency room setting within the culture of clinical nursing 
practice. The research questions were: (a) What does wisdom mean to 
emergency room nurses? (b) What central processes are used to practice 
wisely and gain knowledge through practice? (c) What key concepts are 





The initial construct work and the results of the qualitative study resulted in a new 
nursing theory, the Theory of Wisdom in Action for Clinical Nursing. Theory provides a 




nursing knowledge. Therefore, this new theory can provide a working framework for 
explaining wisdom, in the context of clinical nursing practice, in theoretical and practical 
terms. The eventual goal was to provide the ability to classify, measure, and document 
wisdom. This will allow the development of information systems, research methods, and 
educational programs that support nursing practice, clinical decision making, critical 
thinking, and the development of wisdom. Nurses in all areas, including research, 
education, and practice, will be able to use the theory as a theoretical framework for their 
practice.  
Nursing researchers will be able to research different aspects of the theory. Each 
of the concepts and relationships within the model provides research opportunities. The 
theory needs to be tested using examples from multiple specialties, settings, and 
institutions.  
This research and theory can be significant for nursing education by serving as a 
roadmap that illustrates how knowledge leads to wisdom. The levels of knowledge within 
the theory can prescribe the types of knowledge required for clinical nursing by level of 
expertise or by specialty. The theory can inform instructors about how information can be 
presented to assist with knowledge development. The theory also emphasizes the 
importance of reflection; thus, a future implication for education may be establishing how 
to teach reflection. Reflection may be used to discover meaning and increase knowledge, 
thus enhancing future practice.  
The theory can have the most impact in clinical nursing practice, with the ultimate 
result of improving patient care; it explains how knowledge can be applied as wisdom as 








This dissertation is theory building; therefore, the framework was a theory 
construction approach outlined by Walker and Avant (2011). The construct, development 
(Aim 1), construct validation, and final theory development is specifically outlined within 
their approach. Aim 2, the qualitative research portion of this study, was approached 
using constructivist grounded theory (CGT). CGT allows the researcher to develop 
formal theory that explains human behavior, interactions, and cognitive and social 
processes (Charmaz, 2006; Jeon, 2004; Morse et al., 2009). The interpretation and 
analysis from the study will provide insights into ideas, beliefs, and knowledge of the 
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REVIEW OF THE LITERATURE 
 
 
This chapter reviews literature relevant to this dissertation and is divided into five 
sections. The first section provides context for the dissertation and contains a brief 
overview of the DIKW framework and the role this framework has played in NI 
definitions. (Note that Chapter 4 is a review of philosophical underpinnings of the DIKW 
framework [Matney, Brewster, Sward, Cloyes, & Staggers, 2011]).  
The second section is a literature review of wisdom in nursing and other 
disciplines. Wisdom definitions and theories in both psychology and education literature 
were examined. Nursing literature was reviewed for concepts similar to wisdom, such as 
phronesis, knowledge, and expertise. 
The third section contains an examination of nursing theory development and 
validation. This section describes nursing theory and the method for the construction and 
validation of an initial construct of wisdom in action for clinical nursing. The fourth 
section is an examination and review of constructivist grounded theory (CGT). The final 
section concludes with a description of the current culture of nursing.  
 
Nursing Informatics and the DIKW Framework 
The DIKW framework is an integral part of nursing informatics. It is described at 




development and structure is presented here. 
The American Nurses Association (ANA) definition of nursing informatics 
includes special emphasis on the continuum of data, information, knowledge, and 
wisdom (Schleyer & Beaudry, 2009). Graves and Corcoran (1989) published a 
foundational article outlining data, information, and knowledge for nursing informatics. 
Early definitions of NI relied heavily on the Graves and Corcoran perspective, and the 
first version of the ANA Scope and Standards of Practice for NI contained the DIK 
portion of the framework (ANA, 2001). It was not until the 2008 edition of the ANA 
Scope and Standards of Practice that wisdom was added to the formal definition of 
nursing informatics (ANA, 2008).  
The DIKW framework was first mentioned in the computer science literature 
(Cleveland, 1982). Within computer systems, data are transformed into information, 
information is transformed into knowledge, and knowledge can lead to wisdom. This 




Data are symbols that represent properties of objects, events, and their 
environments; they are products of observation (Ackoff, 1989). Data are discrete facts 
described objectively without interpretation (Graves & Corcoran, 1989). Data have no 
inherent structure or relationships between them (Ahsan & Shah, 2009), and thus a single 
piece of data has little intrinsic meaning (Hebda & Czar, 2012). Data are foundational 
components and are built on to provide a basis for reasoning, discussion, or calculation 







Information is data plus meaning. Information is derived from aggregated data, 
the total of all the facts known (Cleveland, 1982). When facts are put into a context and 
combined within a structure, information emerges (Tuomi, 1999). Information is derived 
computationally by manipulating the symbols, or data, using procedures in an organized 
or structured way (Graves & Corcoran, 1989).  
Information can be quantifiable, objective, transferable, transparent, and 
measurable. It has shape and can be processed, accessed, generated and created, 
transmitted, stored, sent, distributed, searched for, used, compressed, and duplicated 
(Hey, 2004). Information answers questions that begin with “who,” “what,” “where,” 
“when,” and “how many.” It may be organized in ways that serve the interest of the 
discipline (Turley, 1996). When context changes, even though the data remain the same, 




Knowledge is information that has been synthesized so that relationships, or 
associations, are identified and formalized (Graves & Corcoran, 1989). Just as data can 
be transformed into meaningful information, so information can be transformed into 
knowledge (Shedroff, 1994). Knowledge answers the questions that begin with “why.” 
Knowledge is defined as being either tacit or explicit. Tacit knowledge is personal and 
context-specific, and therefore is difficult to formalize, summarize, and communicate to 
others (McGonigle & Mastrian, 2008; Tuomi, 1999). Explicit knowledge, in contrast, can 
be formalized, and can be encoded and transmitted in a language. Explicit knowledge is 






Wisdom has been defined by the ANA and others. The ANA (2015) defined 
wisdom as the appropriate use of knowledge to manage and solve human problems. Other 
nursing literature notes that wisdom implies an ethical duty to understand the rationale 
behind clinical actions (Zeleny, 2006). Wisdom involves recognizing what is most 
important by making distinctions among alternatives. It comprises the application of 
experience, intelligence, creativity, and knowledge, as mediated by ethics and values, 
toward the achievement of a common good (Nelson, 2002). Nursing wisdom is based on 
clinical judgment and a thinking-in-action approach that encompasses intuition, 
emotions, and senses (Benner, 2000). These definitions show that wisdom is 
inconsistently defined. According to the ANA, wisdom is only the use of knowledge, 
although other authors include cognitive and emotion concepts in their descriptions. It is 
also difficult to decipher from these definitions whether wisdom is framed as an object to 
be defined or as a process. This indicates that even though definitions of wisdom are 
found in the literature, the process of practicing with wisdom needs to be explained and 
formally defined, including the antecedents, defining characteristics, and relationships 
between the concepts that describe wisdom in nursing practice. 
There is very little research regarding the concept of wisdom in the nursing or 
medical literature. There have been two recent qualitative research publications regarding 
wisdom. First, Matney, Maddox, and Staggers (2013) performed a qualitative content 
analysis study to determine if knowledge and wisdom were exchanged during patient care 
handoffs. They defined knowledge as information that is synthesized so that relationships 




thinking or nursing judgment was articulated. Wisdom was defined as “the ability to add 
experience and intuition to a situation and apply knowledge with empathy and 
compassion” (Matney et al., 2013, p. 179). Results indicated knowledge was present in 
every handoff, making change-of-shift reports more than just an information exchange. 
Subtypes of knowledge related to the care delivery process, including concepts such as 
assessment and physiology, activity, intake and output, and pain. Wisdom was not found 
or encoded in any transcripts. This was surprising to the authors, and indicates that 
possibly the definition of wisdom developed and practiced in nursing needs to be 
expounded upon. 
Plews-Ogan, Owens, and May (2013) conducted a grounded theory study 
evaluating how physicians coped positively after making a serious mistake. Five 
categories were identified: acceptance, stepping in, integration, new narrative, and 
wisdom. Each category had subthemes, and the subthemes for wisdom included sense of 
strength, humility, compassion, learning from mistakes, tolerating ambiguity, and seeing 
the deeper meaning. The authors discussed the importance of openness to learning, 
especially after a mistake. 
The researchers in these two studies approached wisdom definitions differently. 
The first study defined wisdom deductively a priori, and in the second study the 
categories were inductively derived from physician interviews. These two different 
approaches frame wisdom quite differently. The first describes wisdom cognitively, using 
knowledge to compassionately care for a patient, and the second describes wisdom more 





Literature and Theories Pertinent to the Theory of  
Wisdom in Action 
 
Wisdom is not a new concept that has emerged from the advanced information 
age of today; rather, the search for wisdom is almost as old as humankind (Staudinger & 
Glück, 2011). Hence, there is a plethora of literature regarding wisdom. The literature 
reviewed here applies to clinical or practice wisdom; literature is also reviewed from the 




Philosophical underpinnings of wisdom are described in Chapter 4. A brief 
synopsis of wisdom in the philosophy literature is presented here.  
Early definitions of wisdom were found in the writings of Greek philosophers. 
Socrates described wisdom using three forms; Sophia, phronesis, and poiesis (Guthrie, 
1981). Sophia is a love of knowledge, which was a virtue for the Greeks. Phronesis is a 
Greek word for a type of intelligence corresponding with human understanding, and is 
analogous to practical wisdom (Barnes, 1984). Poiesis is creative knowledge. Other 
philosophical conceptions of wisdom have followed, with varying emphasis on the 
application of wisdom, or wisdom in action.  
We see in Gadamerian hermeneutics the re-emergence and importance of 
practical wisdom (Kuhn, 1962). Hermeneutics has been considered the art of 
interpretation, and has been described as a method for understanding texts. Multiple 
approaches to hermeneutics exist. Gadamer’s approach is based on the centrality of 
language and dialogue to understanding, and the premise that language is bound to our 




knowing with that of human understanding in practice (Dowling, 2004). He reclaimed the 




The literature in the psychology discipline defined two major types of wisdom: 
general and personal. General wisdom is concerned with other individuals from a third-
person perspective. It includes giving advice and assisting others. A person with general 
wisdom is wise regarding life and problems of other people. Personal wisdom is insight 
into life based on personal experience. This is wisdom about one’s own life and problems 
seen from a first-person perspective (Staudinger, 1996).  
Wisdom research in psychology has been conducted from two different 
approaches: descriptor-rating research and experience-based research. In the descriptor-
rating approach, researchers ask a group of participants to list characteristics they 
associate with wisdom. These characteristics are rated by another sample. The ratings are 
statistically analyzed, using factor analysis, to determine the underlying components of 
wisdom (Clayton & Birren, 1980; Holliday & Chandler, 1986; Smith, Dixon, & Baltes, 
1989). In the experience-based approach, individuals are asked to describe their 
experiences with wise people or with wisdom in their own life to identify the 
characteristics of wise individuals, wise thoughts, or behavior. 
 
Attributes of Wisdom in Psychology Research 
 
Different researchers arrive at a different number of components or label them 
differently, but all agree that wisdom has a strong cognitive basis. Bluck and Glück 




autobiographical narratives describing a time these individuals thought they did 
something wise. Results indicated five essential components: the first is the cognitive 
component. The second component is insight, or a type of intelligence that goes beyond 
cognition. Third is a reflective attitude, thinking critically and deeply about themselves 
and others. Fourth is a genuine concern for others that goes beyond general interest. 
Finally, the fifth component is real-world problem-solving skills used to apply wisdom 
effectively.  
In their second qualitative study, Glück and Baltes (2006) asked subjects to 
describe wise people and explain why they considered them wise. Themes that emerged 
from this research included morality, integrity, overcoming risk or adversity, searching 
for insight, and striving toward improvement. Findings indicated that wisdom is often 
manifested in social situations when there is a need for advice-giving or education. Seven 
elements of wisdom were characterized; people with wisdom (a) are unexpected, (b) are 
moral, (c) are selfless, (d) overcome internal and external orders, (e) strive toward 
balance, (f) take risks, and (g) strive toward improvement for mankind. 
 
Psychology Wisdom Literature 
 
Sternberg (2007) hypothesized that effective leadership is the combination of 
wisdom, creativity, and intelligence. He and his team proposed a measurement approach 
to general wisdom by presenting complex problems to participants and asking them to 
think aloud about the solution. The solutions were scored by formal thinkers with a high 
degree of interrater reliability. Sternberg’s findings showed that people with general 
wisdom are wise when it comes to other people; these people may or may not make good 




Researchers at the Max Planck Institute in Berlin, Germany have engaged in 
research on wisdom-related performance since the late 1980s. Explicit theories of 
wisdom were developed through empirically investigating expressions of wisdom. This 
was done by measuring wisdom in terms of personality characteristics, characteristics of 
adult thought, and performance on life tasks. They defined wisdom as “expertise in the 
fundamental pragmatics of life” (Baltes & Staudinger, 2000, p. 124). Think-aloud 
methodologies were used to explore different aspects of wisdom, such as aging, different 
professional experiences, moral reasoning, and personality characteristics (Baltes, Smith, 
& Staudinger, 1991; Baltes, Staudinger, Maercker, & Smith, 1995; Staudinger, 1996; 
Staudinger, Baltes, & Smith, 1994; Staudinger, Maciel, Smith, & Baltes, 1998; 
Staudinger, Smith, & Baltes, 1992). In each of the studies, a hypothetical life situation 
was given to a sample of participants. Baltes and Staudinger (2000) identified six 
properties of wisdom: (a) a high level of knowledge and judgment, including expertise in 
listening, evaluating, and advising; (b) the ability to address significant and difficult 
questions and form strategies about the conduct and meaning of life; (c) knowledge about 
the limits of knowledge and uncertainties of the world; (d) knowledge with uncommon 
scope, depth, measure, and balance; (e) a synergy of mind and character; and (f) 
knowledge used for the well-being of oneself and of others. 
 
The Balance Theory of Wisdom 
  
Sternberg’s (1998) Balance Theory of Wisdom is based on the fundamental 
premise of balance in life. The first “balance” is the well-being of an individual and that 
of the community, environment, or situational context. Responses reveal an interaction 




balance of cognitive, conative, and affective processes. People may balance interests in 
different ways. This balancing is influenced by the person’s goals for the common good. 
The base of the model is tacit knowledge underlying practical intelligence. This is 
portrayed in the model as a rectangle forming a foundational base. Tacit knowledge is 
usually acquired without the direct help of others, thus allowing individuals to aspire to 
achieve goals they value. Intelligence is defined as the ability to practically solve 
problems and express oneself verbally. Intelligence assists with goal orientation and 
fluid thought.  
Tacit knowledge and practical intelligence are applied to interpersonal and 
extrapersonal interests. This involves understanding people’s mental processing, 
motivations, and affects, and is used to shape and select environments. Again, the goal is 
the common good. All of the balancing and definition of the “common good” is value 
driven. Ethics mediate how one balances interests and responses for the common good. 
People’s moral values mediate their use of tacit knowledge in “the balancing of interests 
and responses” (Sternberg, 1998, p. 350). The concepts are well defined in the model. No 
antecedent concepts are defined. Linear relationships come out from the base “tacit 
knowledge,” through balance of interests and balance of responses, to environmental 
context, ending at the common good.  
The theory is very simple and easy to understand. It makes sense that there is a 
life balance between interests for the goal of the common good. This aligns with the 
nursing goal and outcome components of the nursing process (ANA, 2012). The model is 
limited because it is too abstract, and it lacks antecedents and many common attributes of 




of wisdom it has limited use for the model of wisdom in action for clinical nursing.  
 
The Berlin Wisdom Paradigm 
 
Researchers at the Max Planck Institute developed a framework of wisdom called 
the Berlin Wisdom Paradigm (BWP; see Figure 2.1). The BWP describes antecedent 
factors and processes required for the development and acquisition of wisdom. It was 
developed using a compilation of multiple theoretical perspectives, including research 
from the Max Planck Institute, and Erikson’s (1959) Theory of Wisdom. Their purpose in 
creating the framework was to define wisdom in the conduct and meaning of life. The 
theory is highly abstract and covers antecedent factors, processes for the acquisition of 
wisdom, and wisdom in action.  
The BWP is composed of three different sections. The first section, “person-
related factors,” contains three categories considered antecedents relevant to wisdom 
development. The first category is “general person factors, which holds concepts such as 
cognition, mental health, and ego. The second person factor category is “expertise-
specific factors.” The concepts found in this category deal with experience, receiving 
mentorship, and motivational disposition. The final category is “facilitative experiential 
context,” which includes concepts such as age, education, being a mentor, and the 
professional work context.  
The second section of the BWP framework was titled “Life Context,” and was 
derived from Erikson’s (1959) theory. This is the area dedicated to the application of 
wisdom to actual life. They called this “wisdom in action.” Wisdom in action involves 
good judgment, insight, emotional regulation, and empathy in all areas of life, including 




Person Related Factors  Life Context Problem Solving
 
 
Figure 2.1 The Berlin Wisdom Paradigm. From “Wisdom. A Metaheuristic (Pragmatic) to Orchestrate Mind and 
Virtue Toward Excellence,” by P. B. Baltes & U. M. Staudinger, 2000, American Psychologist, 55(1), p. 121. 






planning,” “life management,” and “life review.” The categories were not defined in the 
description of the model.  
The third section of the BWP framework portrays theoretical frameworks or 
paradigms, and qualitative criteria used when solving problems. The problem-solving 
criteria section contains five expertise-specific categories. This section contains two basic 
categories and three meta-criteria categories. Expertise development progresses 
sequentially through the categories. The first basic category is rich factual knowledge, 
which is extensive knowledge of life matters; this is considered the foundation of 
wisdom. The second basic category is rich procedural knowledge used for decision 
making and action planning. 
The three meta-criteria include life-span contextualism; value, relativism, and 
tolerance; and recognition and management of uncertainty. Life-span contextualism is 
understanding social and individual differences across all ages and cultures. Value, 
relativism, and tolerance refer to knowledge about different values, priorities, and goals. 
The final criteria, recognition and management of uncertainty, are connected to the fact 
that one cannot know everything and can recognize when he or she lacks the knowledge 
to deal with a situation. 
The BWP framework is potentially useful in thinking about wisdom in action in 
clinical nursing. The definitions of the concepts are theoretical, meaning they are high-
level and abstract, with lower-order concepts describing them (Hinami, Farnan, Meltzer, 
& Arora, 2009). One example of an abstract concept is “person-related factors,” with 
lower-order description concepts such as mental health, cognitive style, and creativity. 
No operational rules have been defined for measuring the concepts.  
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Causal relationships link the person-related factors and expertise-development 
factors to life context. The linear ascending relationships in the expertise-development 
concepts indicate sequential development building upon each concept. 
Two critiques of the model were identified. First, the “wisdom in action” section 
should be moved to the far right, or final section of the model because it is the application 
of the person-related factors and the qualitative criteria of everyday life. Second, the 
graphic should display the qualitative criteria from the basic criteria up to the meta-
criteria, because the criteria build upon each other for the development of wisdom. 
Benefits are that the theory clearly describes antecedents and attributes of general 
wisdom, is generalizable, and is applicable to clinical nursing because real nursing-use 
cases can be walked through the model. To be a wise nurse, one needs to have 
experience, expertise (knowledge mastery), and good cognitive abilities. The sequential 
course of expertise development aligns with Benner’s (1984) Novice to Expert Theory. A 
nurse needs to have basic knowledge regarding life and procedures before understanding 
lifespan and contextual differences. It takes an expert nurse to handle uncertainty with 
ease. Finally, a nurse must apply all of these attributes in action to be a wise nurse.  
 
The MORE Wisdom Model 
 
The most current model of wisdom developed in the psychology discipline is the 
MORE Wisdom Model (Glück & Bluck, 2013). Research resulting in this model was 
focused on the development and manifestation of wisdom. The researchers ascertained 
that wisdom development occurs through dealing with and thinking about life challenges. 
They used qualitative research and asked the participants to describe life stories. The 
narrative stories were solicited with the following questions: (a) What life challenges 
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have you encountered in your life? (b) How did you deal with the life challenges? and (c) 
How have you integrated the challenges into your life story? Their research findings 
demonstrate that individuals display high levels of four interrelated characteristics they 
consider relevant for the development of wisdom across the lifespan: Mastery, Openness 
to experience, a Reflective attitude, and Emotional regulation skills. They feel that 
individuals are not born with these characteristics but that they can be developed 
throughout life. They published them in this order to create a nice acronym (MORE), but 
they are defined below in a more logical sequence. 
In order for a person to develop knowledge and use it wisely, he or she must be 
open to experience. This implies that he or she has an interest in new experiences and 
ideas. People who are less judgmental and unprejudiced can accept that others share their 
own goals and values; they are not afraid of change. Glück and Bluck considered 
openness as “a necessary precursor to wisdom” (2013, p. 85); thus, high levels of 
openness may help individuals seek out wisdom-fostering situations. 
Emotional regulation skills involve two things: first, the control of one’s own 
emotions, and second, the ability to be sensitive to others’ emotions and understanding 
what they feel. Wise individuals are calm and self-controlled. The MORE model 
proposes that wise individuals can perceive their emotions accurately and manage 
appropriately in both positive and negative situations. Wisdom concerns not only the 
ability to regulate one’s emotions in stressful situations, but is also the capability to reach 
out to others with understanding and compassion.  
Sense of mastery is an individual’s belief that he or she can deal with any of life’s 
challenges, but also the awareness that everything cannot be controlled. Challenges are 
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dealt with head-on or adapted to. He or she does not feel victimized when events are 
beyond his or her control. Individuals who do not feel victimized and learn from 
challenging situations develop a sense of mastery after crisis. 
Wise individuals have a reflective attitude. This is not just the ability to reflect but 
a high motivation to think deeply. They can step back and examine the situation to 
understand the context. They seriously examine their own past behavior to gain meaning 
and set direction. 
The description of the model is supported by the developers’ qualitative research; 
the text includes narratives from the research participants’ stories to illustrate each 
concept (Bluck & Glück, 2005; Glück & Bluck, 2011). They also used findings from the 
same research to validate the model. No tools have been developed to measure the 
concepts because they are determined by qualitative research. 
The articles reviewed did not include a picture of the model, but there is a one in a 
presentation given by Glück on YouTube (Glück, 2010; see Figure 2.2). The 
relationships in the model illustrate that life challenges lead to learning through a 
reciprocal relationship to the four characteristics. This is an iterative process causing 
learning and resulting in wisdom. The model visually includes multiple colors, for 
example the life challenge boxes are blue, and there is no explanation regarding the 
reasons for the colors. 
The model does not show any relationship between the four characteristics except  
that they are bound together. It also illustrates them as equally weighted. This does not  
feel correct and is not described or supported in the research (Bluck & Glück, 2005; 




Figure 2.2 The MORE Model of Wisdom. Copyright 2010 by Judith Glück. 
Used with permission. 
 
characteristics as antecedents to wisdom.  
This model aligns with the wisdom stories elicited from nurses. They discussed 
challenging situations and what they learned from them. Personal experience has shown 
that reflecting on information leads to knowledge and learning. Once knowledge is 
gained from experience and reflection, it can be applied in future situations. 
 
The Model of Wisdom 
 
Within the field of education, Brown (2004) researched how wisdom develops in 
college students. He used grounded theory (GT) to develop a conceptual and theoretical 
model of wisdom called the Model of Wisdom (MW), as well as a validated Wisdom 
Development Scale (WDS). His research defined wisdom development by examining 
how it develops and identifying what conditions assist its development. The goal was to 
describe what conditions facilitate wisdom development. The model creation involved 
studying different aspects of a student’s life in a campus environment, which facilitated 
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“the process of integration leading to the development of wisdom” (Brown, 2004, p. 
135).  
The MW describes how wisdom is developed (see Figure 2.3). The central or core 
component of the model is learning from life. This component contains the concepts of 
reflection, integration, and application. This means that we must take information in, 
ponder, analyze, process, and integrate it into our conscious and unconscious actions. 
Once that is achieved, the information can be used and applied. If application does not 
occur, the knowledge obtained does not result in growth or change. 
Linked to the core component are three conditions: (a) orientation to learning, (b) 
experiences, and (c) interactions with others. These are considered circumstances that 
impact the development of wisdom. Orientation to learning is how a person approaches  
 
 
Figure 2.3 Model of Wisdom. Copyright 1999 by Scott C. Brown. 
All rights reserved. Reprinted with permission. 
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specific knowledge-gaining experiences; this involves motivation and a desire to learn. 
Experiences refer to any circumstances or activities a person is involved in that result in 
knowledge acquisition.  
The core component and the condition are embedded in the environment. This is 
the context and setting where learning occurs. The influencers of learning, such as 
teachers and mentors, depend on the person’s specific learning style. 
The model is clearly described and includes reciprocal relationships between the 
conditions. Each condition results in learning from life, with the final development of 
wisdom. Each shape in the model contains dotted lines indicating the “permeable nature 
of each element” (Brown, 2004, p. 141). The model is compared to and aligned with 
other wisdom theories. This wisdom development model is applicable to nursing because 
nurses require experiences, interaction with others, and an openness and willingness to 
learn to gain the knowledge and wisdom needed to care for patients. This also 
necessitates the ability to reflect, integrate, and apply the learning into their practice. 
Brown (2004) found that the construct of wisdom consists of six interrelated 
dimensions: self-knowledge, understanding of others, judgment, life knowledge, life 
skills, and willingness to learn. Self-knowledge is a person’s self-awareness of his or her 
own talents, interests, morals, and beliefs. The person has an awareness of his or her 
personal genuineness and has personal confidence. Self-knowledge pertains to multiple 
areas of a person’s life, such as spiritual, professional, and political. “Self-knowledge 
embodies the adage, ‘to thine own self be true’” (p. 137). Understanding of others refers 
to a genuine caring and compassion for others no matter the race, gender, culture, or 
educational level. It involves a willingness to give of oneself to influence the common 
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good. Judgment is the ability to assess, assimilate information, synthesize, and make a 
sound decision. Life skills are characterized by “personal competence in life matters” (p. 
138) and expertise in balancing daily life. How one handles emergencies and utilizes 
available systems is a life skill. The final dimension is willingness to learn—being open 
and ready to learn. Willingness to learn requires admitting that one does not know 
everything (humility), the understanding of one’s current level of knowledge, and the 
desire to know more. 
The model is well described in Brown and Greene’s articles (Brown, 2004; 
Brown & Greene, 2006), but its visual depiction is somewhat confusing. The reciprocal 
arrows between “Experience” and “Orientation to Learning” and “Interactions with 
Others” each feel incorrect. There should be a single arrow from the “Experience” to the 
condition. It seems that “Learning from Life” should have bidirectional instead of 
unidirectional arrows to each concept on the left of the diagram because life learnings 
impact experiences, interaction with others, and orientation to learning. Other than self-
knowledge, no other types of knowledge are depicted in the model, which is puzzling, 
because the model was developed for education. The final confusing aspect is that the 
“Environment” label at the top has no linkages to any concepts in the model.  
Brown and Greene (2006) developed a wisdom measurement questionnaire for 
education, the Wisdom Development Scale (WDS). The purpose of the questionnaire was 
to create a theoretically and psychometrically valid instrument that aligned with the 
model of wisdom and could measure wisdom development. The questionnaire was 
initially divided into six factors (sections): self-knowledge, interpersonal understanding, 
judgment, life knowledge, life skills, and willingness to learn. The six factors were 
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hypothesized to intercorrelate given that the model predicts that all six attributes 
contribute to the development of wisdom (Brown & Greene, 2006).  
The WDS was developed in phases. First, the researchers drew survey items from 
the MW study and aligned them with each dimension of the wisdom construct. The initial 
questionnaire had 141 questions. Second, the 141 questions were given to three focus 
groups that varied in educational major and ethnicity. In addition to the questionnaire, 
they were asked to describe someone wise and to complete several questions regarding 
the clarity and comprehensiveness of the questions. Revisions were made to the 
questionnaire based on the feedback from the focus groups, but the articles did not 
describe the type of revisions made (Brown & Greene, 2006; Greene & Brown, 2009). 
Third, the questionnaire was administered via a Web survey to 1,188 
undergraduate students. A series of exploratory factor analyses using latent factor 
technique was used to determine the final questions in the questionnaire. Finally, there 
was a second research study of the WDS in which the sample included both professors 
and undergraduate students (N > 3,000). This study specifically evaluated construct, 
discriminant, and criterion validity (Greene & Brown, 2009).  
In the first study (Brown & Greene, 2006), both exploratory and confirmatory 
factor analyses were performed on the model as a means of cross validating the latent 
factor structure of the model. Prior to the factor analysis, the researchers used the Kaiser-
Meyer-Olkin (KMO) method to determine if factor analysis was necessary. The KMO 
was .944, which indicated a high level of correlation between each pair of items. A split-
halves method was used by dividing the sample in two through random assignment. 
Exploratory factor analysis (EFA) was calculated using the first half. Results of the EFA 
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revealed strong support for self-knowledge, judgment, and life-knowledge factors. The 
original “understanding of others” construct was divided into two factors, which were 
called altruism and inspirational engagement. Similarly, the hypothesized construct of life 
skills was also split between two factors, entitled emotional management and life skills. 
Reliability analyses on the final scale scores exposed Cronbach alpha values above .8 for 
each of the seven factors.  
The results of the EFA were used to generate the final scales used for 
confirmatory analyses of the model. Confirmatory factor analysis is another form of 
validation regarding the scale scores’ reliability and factor structure (DeVellis, 2003). 
The proposed factor and item structures were analyzed for fit using multivariate structural 
equation modeling. This was used to compare how the data fit the model. Correlation of 
the EFA was done using the results of the Social Desirability Scale (SDS) that had been 
administered at the same time (Brown & Greene, 2006). Using the scores derived from 
the EFA, those questions that had significant correlation with SDS were kept in the 
questionnaire. The altruism scale had 7 of 14 items, the inspirational engagement scale 
had 8 of 11 items, the judgment scale had 4 of 11 items, the life skills scale had 3 of 9 
items, and the emotional management scale had 9 of 11 items. 
The WDS was given to focus groups and administered for two different reliability 
and validation research projects (Brown & Greene, 2006; Greene & Brown, 2009); the 
consistent findings demonstrated internal consistency. The different types of validity 
described in the articles were construct validity, criterion validity, content validity, and 
discriminant validity. Several steps were taken to determine construct validity. First, the 
initial set of questions was drawn from the development of the theory. Second, 
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confirmatory factor analysis was used to determine the relationships between the 
concepts themselves. In the first study (Brown & Greene, 2006), construct validity was 
established for six of the seven factors (but not willingness to learn), and in the second 
study (Greene & Brown, 2009) all factors were validated. Internal consistency was 
statistically assessed by computing the WDS mean scores and performing Pearson 
correlations against the Social Desirability Scale (Reynolds, 1982) for the first study and 
Iowa Student Development Inventories (Hood, 1986) for the second study. The results of 
the analysis showed a Cronbach’s alpha between .83 and .89, which demonstrated 
evidence for criterion validity (Greene & Brown, 2009). Construct validity was evaluated 
to determine the degree to which the items sufficiently capture the construct. In the first 
study, items in the WDS were correlated with the Social Desirability Scale utilizing 
factor analysis. All items except willingness to learn were validated. In the second study, 
all constructs were validated.  
Early evaluation of the WDS has shown preliminary utility within the context of 
education because the research has demonstrated a good fit with the theory and the scale 
itself. Discriminate validity was assessed in the second study (Greene & Brown, 2009). 
The authors hypothesized that the latent mean scores for the professionals would be 
higher than the scores for the younger students; this was determined by examining the 
chi-square differences of the two scores. They found that those with higher education did 
indeed have higher latent mean scores. The major weakness of the WDS is that there is 
no evidence that the scale measures a level of wisdom within a specific individual. 
Therefore, it can be concluded that the instrument neither differentiates nor captures 
levels of wisdom.  
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The previous sections have described literature and wisdom models from 
disciplines other than nursing. Concepts and relationships have been used to derive the 
first draft of the construct of wisdom in action for clinical nursing, which is described at 
the end of this chapter. Nursing literature and wisdom models are used for synthesis of 
the construct and are described in the next section.  
 
Wisdom Nursing Theories and Literature 
 
Nursing Models of Wisdom 
 
Two clinical models of practice wisdom were found in the literature. First, 
Edmonson and Pearce (2007) described a model of clinical wisdom, which was 
illustrated using cases from psychiatry. They defined a “trifoliate model of wisdom” that 
incorporates capacities of self, the other, and the problem itself. They used the metaphor 
of three leaves adjacent to, overlapping, and intertwining with each other. The capacities 
of self include the attributes of practice reasoning, professional knowledge, and moral 
characteristics. The authors stated that the problem may include technical and medical 
issues, but may “also possess some social, emotional and moral characteristics” (p. 238). 
This model appears insufficient to serve as a general representation of nursing clinical 
wisdom. “The other” is not well defined, but Edmonson and Pearce stated that it needs to 
be treated with tolerance within the context of the situation. There were implied 
relationships between the three entities (self, the other, and the problem), but the 
attributes of wisdom were not defined. 
In a second model, Haggerty and Grace (2008) described a model for clinical 
wisdom consisting of the three key elements: (a) balancing and providing for the good of 
another and the common good, (b) the use of intellect and affect in problem solving, and 
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(c) the demonstration of experience-based tacit knowing in problematic situations. The 
authors postulated that clinical wisdom is a more specific type of general wisdom that can 
be linked to wisdom for nursing practice. No illustrations were provided, and no 
definitions of the concepts or relationships were described; thus, there is insufficient 
detail about the model to determine the alignment with nursing practice. 
 
Wisdom Attributes in Nursing 
 
The ANA (2008) defined wisdom as the appropriate use of knowledge to manage 
and solve human problems. Wisdom involves recognizing what is most important by 
making distinctions among alternatives. It comprises the application of experience, 
intelligence, creativity, and knowledge, as mediated by values, toward the achievement of 
a common good (Nelson, 2002). Beyond that, wisdom as described in the nursing 
literature, including nursing theories, shares many of the attributes described in the other 
disciplines. These attributes include phronesis, ethics, good judgment, values, 
understanding of others, and life skills, and are discussed below. 
Much has been written about phronesis in nursing (Connor, 2004; Flaming, 2001; 
James, Andershed, Gustavsson, & Ternestedt, 2010; Leathard & Cook, 2009). Phronesis 
has been defined in the nursing literature as practical wisdom. It has been likened to the 
moral foundation of nursing, meaning that nurses must being ready to assess the 
situation, determine the most appropriate response, think before acting, and intervene for 
the good of the situation (Chen, 2011; Connor, 2004; Davis, 1997; Flaming, 2001). 
Flaming (2001) posited that if we used the word “phronesis” instead of “research-based 
practice,” we could utilize the other sciences in our practice. 
Wisdom and ethics share similar attributes such that they may be closely related 
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or even borderline cases of each other. The main attribute is the goal of caring for the 
patient for the common good by exercising values, judgment, caring, and responsibility. 
Wisdom is intertwined with the principles of morally doing the right thing (Carper, 
1978). Wisdom implies an ethical duty to understand the rationale behind clinical actions 
(Zeleny, 2006). Proficient nurses show clinical wisdom with ethical discernment by 
demonstrating the ability to think critically and to practice responsibly by applying 
abstract thinking and knowing to specific acts of care. Wisdom is about 
comprehensibility, understandability, and ethics of doing (Zeleny, 2006). Nurses with 
wisdom are engaged and pay attention to the ethical challenges they face. They believe 
that the principles of morality and acceptable conduct are important for all people 
(Schmidt Bunkers, 2009). Nurses cannot be wise and unethical. 
Benner (2000) based the understanding of wisdom in nursing on clinical judgment 
and a thinking-in-action approach that encompasses intuition, emotions, and the senses: 
“Clinical judgment requires moral agency, insight, skilled know-how, and narrative 
reasoning about patient transitions” (p. 103). Judgment implies that there is an internal 
connection between what matters and what is learned, known, and concluded within the 
mind (Uhrenfeldt & Hall, 2007). Clinical judgment requires the ability to effect and 
influence situations, perception, skilled know-how, and reasoning about particular 
clinical situations (Benner, 2000).  
Wisdom in action in nursing requires the element of caring; indeed, caring is the 
central component of nursing practice (Benner, 2000). Nursing has always been an 
exemplar for genuine caring and compassion. Benner (1991) defined care as “the 
alleviation of vulnerability, the promotion of growth and health, the facilitation of 
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comfort, dignity, or a good and peaceful death; mutual realization” (p. 2).  
The scope of practice for nursing mandates the understanding of others across the 
lifespan, including social and cultural differences. Benner (2000) illustrated this in her 
article, “The Wisdom of Our Practice,” with many stories describing how nurses gave of 
themselves and cared for others. Carper’s (1978) Ethical Pattern of Knowing deals with 
issues for which there are no black-and-white solutions. This knowing deals with items 
such as society, norms, moral issues, and legal issues.  
Life skills in nursing encompass nursing competencies and align with Carper’s 
(1978) Empirical Pattern of Knowing and Personal Pattern of Knowing. Carper’s 
Empirical Pattern of Knowing is scientific knowledge, and personal knowledge is what 
one knows from lived experiences. These attributes also align with Benner’s (1984) 
definition of proficient and expert nurses. Benner (1984) considered this practical 
knowledge, or “know-how.” She stated that this requires the development of knowledge 
in applied disciplines and is characterized by an understanding of the know-how of 
clinical experience. How we handle emergencies and utilize available systems is a 
learned skill that demonstrates proficiency or expertise. Benner (1984) described 
proficient nurses as those who can learn from experiences and adapt and modify plans as 
needed. The expert nurse has an intuitive grasp of clinical situations with highly 
proficient performance.  
This section described attributes of nursing practice relevant to wisdom. In the 
following section, the use of formal theory in nursing is reviewed. There are also lay 
underpinnings and culturally specific, socially constructed theories of how things work. 
Many nurses are taught nursing theory in school but never hear about it again in actual 
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practice; instead, they have culturally based theories. The attributes of wisdom reviewed 
so far may or may not be related to nursing culture.  
After reviewing the models and literature pertaining to wisdom, it makes one 
wonder if wisdom can truly be defined, or if wisdom is an occasional destination in 
specific situations and the process of getting there should be defined. The ANA stated 
that nursing should support the development of wisdom (ANA, 2008). Development is a 
process toward some sort of growth or evolution. A definition of wisdom that might be 
derived from the models and the literature is “openness to learning, the ability to gain a 
sense of knowledge mastery, the practice of applying knowledge with empathy and 
emotion regulation, and the ability to reflect on nursing practice from multiple 
perspectives and to integrate knowledge gained from reflection back into the nurse’s 
knowledge bank for future use.” This definition is the beginning of the construct of 
wisdom in action and theory construction. The following sections discuss nursing theory 
as the foundation of nursing practice. 
 
Nursing Theory Purpose and Development 
 
Nursing theory provides the principles that support practice and help to create 
nursing knowledge. Theory shapes practice and provides a methodology for expressing 
key ideas regarding the essence of nursing practice (Walker & Avant, 2011). Nursing 
theory draws key concepts together by positing relationships between them. As a result, 
the internally consistent groupings present a systematic view of a phenomena, or process, 
for the purposes of describing, explaining, predicting, and/or prescribing. The groupings 
are an explanatory framework, or theory. Theory is used in all aspects of care across the 
care continuum. It assists the practicing nurse to organize patient data, understand patient 
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data, analyze patient data, make decisions about nursing interventions, and plan patient 
care.  
Theory shapes practice at the bedside, in education, and in research (Chinn & 
Kramer, 2011; Reed & Shearer, 2007; Risjord, 2009; Walker & Avant, 2011). Theory-
based clinical nursing practice occurs when nurses intentionally structure their practice 
around a particular theory to guide them in their care of the patient. Theory provides a 
systematic way of thinking about nursing care that is consistent and guides the decision-
making process.  
In nursing education, at the undergraduate level, theory is used to teach the care 
process. Theory is introduced at the master’s level to introduce practice-based evidence 
from research and experience. Finally, theory is used at the doctoral level as the 
framework for research.  
Great strides have been made in theory-based research. Nursing research is 
necessary to test and refine theory, hence refining the knowledge base of nursing. Once a 
theory has been validated, it can be used as a framework for research. Research findings 
enable nurses to improve the quality of care and to understand that evidence-based 




Theory can be developed two ways: inductively or deductively (Reed & Shearer, 
2007). This research used both methods, deductive for Aim 1 and inductive for Aim 2.  
In deductive theory development, ideas that are established in one field and are 
considered for ways in which they can be applied to another field. Deductive nursing 
theory can be developed when someone has an idea and wonders if it pertains to practice. 
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Walker and Avant (2011) described this as theory developed by derivation and synthesis. 
Inductive theory arises out of practice. It does not depend on already established 
theories, but rather involves exploring practice and generating ideas. GT is an example of 
inductive theory development and is commonly used in nursing research to develop 
midrange theories (Engward, 2013; Jeon, 2004; Marcellus, 2005; McCallin, 2003; Morse 
et al., 2009). 
Chinn and Kramer (2011) described a four-step process of creating empiric 
theory. The first step is creating conceptual meaning; this involves defining the concepts 
after they are identified. The second step is structuring and contextualizing the theory; 
this involves defining the relationships for the theory. The third and fourth steps are 
testing and applying the theory.  
Walker and Avant (2011) further defined how qualities of concepts from derived 
theories are identified and developed by synthesizing the nursing literature. They also 
specified the types of relationships used within nursing theory, such as a causal 
relationship (one concept is said to be the cause of the other).  
Four different levels of nursing theory are described in the literature: metatheory, 
grand theory, midrange theory, and microrange theory. Each type is described below, and 




Metatheories focus on theory about theory. These theories were created by asking 
philosophical and methodological questions that formed the nursing foundation. Florence 
Nightingale’s work closely related to her philosophical orientation of the patient–
environment interaction and the principles on which nursing practice was founded 
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(Nightingale, 1898). Nightingale believed that health was a reparative process, and that 
the patient’s surroundings, including fresh air, warmth, noise reduction, good diet, and 
light would contribute to that process. She also believed that every person desired good 





The next level of nursing theory is grand theories. Grand theories give a broad 
perspective to the purpose and structure of nursing practice (Peterson & Bredow, 2008; 
Walker & Avant, 2011). Many of these theories were developed between the 1960s and 
the 1980s. One of the greatest contributions grand theories provide for nursing is the 
differentiation between nursing practice and the practice of medicine. Grand range 
theorists are numerous, and include Wiedenbach, Orem, Peplau, and King.  
Wiedenbach (1964) concentrated on the art of nursing and focused on the needs 
of the patient. She described four elements that guide the nurse’s action: philosophy, 
purpose, practice, and art. She outlined four assumptions related to human nature. First, 
each human being has a unique potential to develop self-resources from within that 
enable him or her to maintain and sustain him-/herself. Second, each human being strives 
toward and desires independence, and will make best use of his or her capabilities to 
achieve this. Third, self-awareness and self-acceptance are essential to an individual’s 
sense of self-worth. Finally, whatever the individual does represents his or her best 
judgment at the moment of doing. 
Orem began publishing about nursing care in the 1950s. Her theory of self-care 
emphasized the person’s need to care for himself (Orem, Taylor, & Renpenning, 1991). 
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Her work identifies three types of nursing systems: wholly compensatory, in which the 
nurse does everything for the patient; partly compensatory, in which the nurse helps the 
patient care for himself or herself; and supportive educative, in which the nurse helps the 
patient learn to do for him- or herself. 
Peplau’s (1952) contribution to nursing and the specialty of psychiatric nursing 
has been colossal. She identified four phases of the nurse–patient relationship: 
orientation, identification, exploitation, and resolution. Peplau proposed and described six 
nursing roles: stranger, resource person, teacher, leader, surrogate, and counselor. 
The final grand range theorist described in this literature review is Imogene King 
(1981). King began publishing in the mid-1960s. Her conceptual framework specifies the 
following interacting systems: personal, interpersonal, and social. The concepts of the 
personal system are perception, self, body image, growth and development, and time and 
space. The concepts of the interpersonal system are role, interaction, communication, 
transaction, and stress. 
Grand theories lay the foundation for nursing and offer general perspectives for 
nursing practice; however, because they are so abstract and are not concrete enough to 
test, they have gone out of vogue for nursing. Middle-range theory has emerged as the 




Midrange nursing theories contain a related set of ideas and variables, are 
narrower in scope than grand theories, and are testable (Smith & Liehr, 2008; Walker & 
Avant, 2011). They offer the specificity needed for usefulness in research and practice. 
Midrange theories usually focus on one specific topic or area of care and are often begun 
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with a concept analysis and the development of a conceptual model or construct.  
Smith and Liehr (2008) described a “ladder of abstraction” (p. 13) for the three 
levels (or rungs) of discourse needed in a midrange nursing theory development. The first 
rung of the ladder is the philosophical level that represents beliefs and assumptions about 
the theory. The second rung is the theoretical level, consisting of symbols and concepts 
linked with relationships. The third and final level is the empirical level, which is the 
most concrete portion of the model and includes items such as practice stories, 
physiological indicators, and questionnaires used to test the theory. All three levels must 
be included to be a midrange theory.  
 
Microrange Theory 
Microrange theory is more focused than midrange theory and is comprised of very 
few concepts. Microtheory is often defined as a set of working hypotheses. The above 
section defined four different levels of nursing theory. The Theory of Wisdom in Action 
for Clinical Nursing was developed both deductively and inductively as a midrange 
theory. The philosophical assumption was that all nurses want to apply knowledge in 
practice using wisdom. Some of the concepts of the theory of wisdom in action are 
described above and were refined during the first aim of this research. The empirical 
level is also addressed. All levels of the theory were evaluated by conducting a focused 
ethnographic study and using the results to refine the theory defined in Aim 1.  
 
Current Nursing Culture 
 
Culture is important when considering researching nursing practice. Culture has 
been defined by many, and these definitions include concepts such as values and belief 
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systems, acquired knowledge, behaviors, and understandings shared by certain groups of 
people (Morse & Richards, 2002). One definition given by Merriam-Webster aligns 
specifically with this dissertation: “The integrated pattern of human knowledge, belief, 
and behavior that depends upon the capacity for learning and transmitting knowledge to 
succeeding generations” (Culture, 2015). According to Van Maanen (1988),  
A culture is expressed (or constituted) only by the actions and words of its 
members and must be interpreted by, not given to, a fieldworker. To portray 
culture requires the fieldworker to hear, to see, and most important for our 
purposes, to write of what was presumably witnessed and understood during a 
stay in the field. Culture is not itself visible, but is made visible only through its 
representation. (p. 3) 
 
One key point regarding culture is that knowledge and beliefs are shared. Shared 
ideation makes it possible to include a finite number of individuals as cultural informants 
because each of them is accessing shared cultural knowledge (and probably some 
personal idiosyncratic knowledge as well). The goal for Aim 2 of this study was to 
discover the general, shared nursing knowledge and how the social processes of applying 
wisdom in clinical environments are a cultural or social event.  
Nursing culture is influenced by cultural models as well as nursing theory. 
Cultural models are taken-for-granted models of the world that are widely shared by the 
members of a society, in this case nursing (Kleinman, 1978). They play an enormous role 
in nurses’ understanding of the world and influence ways that nurses think about practical 
problems. An example of a past cultural model in healthcare was the relationship between 
the provider and the patient. In the past the provider was the primary decision maker in 
the patient’s care, but that is currently evolving to a model in which the patient plays a 
larger role in his or her care.  
The culture of nursing is changing. Nurses have always been expected to 
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transform data into information, formulate that information into knowledge, and wisely 
apply that knowledge for the good of the patient. Florence Nightingale (1898) wrote that 
nurses need to know how and what to observe in the patient, and understand what 
symptoms indicate improvement. This was the first documentation of the transformation 
of data to knowledge in a nursing text. Now, with advancing technology, nurses are 
seeing, and are required to process, much more data and information into knowledge than 
ever before. In addition, it is mandated that they use and understand computerized 
documentation.  
In 2011 the Institute of Medicine (IOM) released The Future of Nursing, and 
stated that the landscape of nursing was changing so much that nursing is required to 
“undergo a fundamental shift” (p. 115). The technological changes, such as more 
advanced patient monitoring equipment and the shift from paper to electronic 
documentation, requires a change in workflow and decision making. This means that 
clinical practice habits will need to be adapted to adjust to this change (Thede, 2009). It 
also implies that new skills and behaviors will need to be acquired to locate data in the 
computer instead of on paper. In addition, data capture from electronic devices such as 
automatic blood pressure cuffs, cardiac monitors, and so forth, provide massive quantities 
of data. Those data need to be processed, either in the mind or electronically, to provide 
care.  
The present nursing culture classifies nursing and technology as separate entities. 
Clark (2004) argued that information technology can be an extension of the mind because 
the mind expands with technology. Nurses who do not embrace technology are required 
to do low-level cognitive processing, such as data processing, within their own mind, 
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whereas nurses who allow the computer to process data can potentially free up some of 
their mental space for higher-level critical thinking activities when they receive 
preprocessed information from the system.  
Changes in work environment resources will alter nursing culture and ultimately 
transform care at the bedside. They will also entail that nursing education systems 
provide the tools required to utilize the technology (Abbott & Coenen, 2008; Benner, 
2012; Benner, Sutphen, & Leonard, 2009; IOM, 2011; McNeill & Porter-O’Grady, 
2007). These tools can be used to leverage evidenced-based practice and interoperable 
quality measures (Mason & Wesorick, 2011). The IOM (2011) suggests that nursing 
culture (including the transmission of values and behaviors via education) should change 
and adapt along with healthcare organizations, and build in an ongoing process of 
adaptation to technology as part of the cultural values and socialization of new members.  
Nursing culture is changing in concert with the advancing technologic 
environment. Culture materialists believe that changes in technology play a role in 
changing society (Harris, 2001). Therefore, utilizing this technology (e.g., computerized 
documentation, advanced monitoring equipment, reports, alerts, and quality 
measurements) will require a change in how data, information, and knowledge are 
processed by nurses in order to provide wise care. The major change is focused on the 
technological advances in nursing, which necessitates re-educating the bedside nurse as 
well as transforming nursing education to meet the technological education needs. 
There are three assumptions regarding wisdom in action: (a) nurses provide care 
for patients using wisdom; (b) data, information, and knowledge precede wisdom; and (c) 
practicing with wisdom is a process. During the act of providing care, data, information, 
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The nursing informatics (NI) scope and standards imply that data, information, 
and knowledge can lead to the development of wisdom, yet wisdom has not been defined 
for nursing. The ANA (2008) definition of wisdom within the NI scope and standards 
focuses on the appropriate application of knowledge, implying that the intent is to focus 
on wisdom in action. There is an abundance of literature pertaining to wisdom that 
describes attributes of general wisdom, but the pertinence to and application for nursing 
is unclear. Nursing theory guides practice, but there is no theory for nursing that pertains 
to wisdom in action. No formal models are present in the nursing literature for wisdom, 
although the nursing literature contains related constructs such as expertise and 
knowledge. Wisdom is unique within the context of clinical nursing due to the cultural 
context of providing care. Grounded theory is an appropriate way to study actions within 
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The purpose of this dissertation was to develop a theory of wisdom in action for 
clinical nursing and conduct an initial validation of a model of wisdom in action for 
clinical nursing. The study design type was sequential, in three steps: First a preliminary 
theory was developed deductively using derivation and synthesis, based on theories and 
models from psychology, education, and nursing. Second, a constructivist grounded 
theory approach inductively captured the experience of wisdom in nursing practice based 
on wisdom narratives from emergency department nurses. Finally, the theories were 
synthesized into a theory of wisdom in action for clinical nursing. Specific aims of the 
study were:  
• Aim 1: To define a descriptive construct and graphical representation (model) 
of wisdom in action within the context of clinical nursing practice. The 
research questions were: (a) What are the attributes of wisdom in clinical 
nursing? (b) What concepts are related to but distinct from wisdom in clinical 
nursing? and (c) What are the relationships between the attributes of wisdom, 
and between wisdom and related concepts, in the context of clinical nursing?  
• Aim 2: To understand how emergency room nurses construct the meaning of 
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wisdom in the emergency room setting within the culture of clinical nursing 
practice. The research questions were: (a) What does wisdom mean to 
emergency room nurses? (b) What central processes are used to practice 
wisely and gain knowledge through practice? (c) What key concepts are 





The method of theory derivation and synthesis as defined by Walker and Avant 
(2011) was used to construct of the Theory of Wisdom in Action for Clinical Nursing and 
to develop a graphical model for the theory. This method was chosen because derivation 
and synthesis, concept development, and relationship types were clearly defined. The 




Theory derivation entailed the development of a new theory using a theory or 
theories from other fields. Walker and Avant (2011) described a process for theory 
derivation using five steps. The first step was to be aware of other theories. Three 
theoretical models of wisdom from other disciplines and one from the nursing literature 
were evaluated. 
The second step was to gain an increased understanding of wisdom by widely 
reading wisdom literature pertinent to the theory. Reading materials that were sought and 
studied included theoretical models, literature, and poems. These readings helped to 




The third step was to select a parent theory or theories from which the new theory 
could be developed. The four theories chosen for derivation of the wisdom-in-action 
theory were the Berlin Wisdom Paradigm (Baltes & Staudinger, 2000), the Model of 
Wisdom Development (Brown & Greene, 2006), the Model of Wisdom (Glück & Bluck, 
2013), and the DIKW framework (American Nurses Association [ANA], 2008).  
The fourth step was to identify which parts of the parent theories could be used to 
construct the new theory. The four theories were evaluated to understand the concepts, 
their definitions, and the relationships between them. The parts that were identified and 
selected from these four theories were consequently inserted into a diagram of the 
emerging theory.   
The final step of deriving the new theory was to determine if any of the concepts 
included in the parent theories needed to be redefined within the nursing context. This 
was required to develop the actual model. In addition, definitions for similar or 




Theory development by synthesis was described by Walker and Avant (2011) as 
the “process of transforming practice-related research about a phenomena of interest into 
an integrated whole” (p. 140). The three steps outlined for this method were: 
1. Identify the concepts of interest. Initially, the focal concepts came from the 
parent models from other disciplines which were used for the literature 
review. These concepts focused on both knowledge and wisdom. Further 




2. Identify the related factors, and define the relationships between the concepts, 
including the direction and type of relationship. For example, the relationship 
between knowledge and wisdom depicted in the DIKW figure published in the 
American Nurses Association (2008) scope and standards is unidirectional, 
with knowledge as a necessary factor enabling wisdom development. Because 
wisdom influences knowledge, this should be bidirectional, with the converse 
happening as well. 
3. Develop an integrated representation or model. This is a diagram of the 
concepts illustrating the relationships between them. The concepts were 
grouped, or put into blocks, according to their similarity.  
Derivation and synthesis were performed synchronously, and it was evident that 
the findings from one strategy influenced the other. The concepts found in the pre-
existing models from other disciplines were used as the search terms for the synthesis 
literature review. Conversely, definitions found in the literature during synthesis were 
compared to the models from other disciplines and assisted in writing the definitions 




Wisdom is intrinsically a social, cultural, shared construct—something perceived 
and difficult to define. Therefore, stories of the actions, perceptions, decision making, 
and human interactions of clinical emergency room nurses were examined using a 
constructivist grounded theory (CGT) approach. Emergency room nurses were chosen 
because they have a lot of autonomy in their practice to make patient care decisions. In 
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building the grounded theory, the specified processes used to practice wisely within the 
culture of the emergency room were examined. The theory developed from this aim was 
separate from the theory produced in Aim 1. The grounded theory was compared to the 
derived theory and the two models were harmonized to create the final Theory of 
Wisdom in Action for Clinical Nursing (see Chapter 8).  
 
Constructivist Grounded Theory 
 
A particular theoretical or philosophical perspective is the foundation of social 
research (Crotty, 1998). Wisdom is considered a cultural construct, so it is appropriate to 
examine wisdom as a dynamic, in how it is both socially developed as well as an exercise 
of wisdom in action in a particular patient scenario. The wisdom-in-action theory was 
developed using a grounded theory (GT) approach, more specifically constructivist 
grounded theory (CGT), for Aim 2 of this study. CGT is a logically consistent inductive 
research approach used for generating midrange theory of human behavior in a social 
context (Charmaz, 1996; Munhall, 2011). The goal of using CGT was to generate a 
theory that illustrates processes of human behavior—in this case wisdom in action—
directly from the data.  
GT is a systematic approach of inquiry used for the purpose of theory 
construction. The researcher generates an explanation (theory) of a process, action, or 
interaction which is shaped by views of the participants: “The theory is inductively 
derived from the study of the phenomena it represents” (Corbin & Strauss, 2008, p. 23). 
This means that the data produce the theory. GT provides the tools to answer “why” 
questions from an interpretive stance by considering the dependent relationships between 
the “whats” and “hows” of social life (Gubrium & Holstein, 1997). It allows the 
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researcher to develop abstract theoretical understandings from the analyzed material. GT 
strategies enable researchers to control and expedite the research process because they 
foster momentum (Charmaz, 2014).  
Barney G. Glaser and Anselm L. Strauss (1965) developed GT during their 
research on dying in the hospital. Glaser and Straus observed how an awareness that they 
were dying influenced the patients’ interactions with family and hospital staff. As this 
research progressed, they developed systematic methodological strategies that scientists 
could adopt for qualitatively studying other topics. These strategies were first articulated 
in their book, The Discovery of Grounded Theory (1967). They advocated for developing 
theories from research grounded in the data rather than deducing testable hypotheses 
from existing theories. 
The method includes four key strategies for data collection and analysis 
(Charmaz, 2006, 2012, 2014; Strauss & Corbin, 1994). First, analysis is both inductive 
and abductive. Inductive is a type of reasoning that is used to infer patterns from the data 
rather than a description or application of current theory (Charmaz, 2014). Abduction is 
moving deliberatively from qualitative inductive conjectures that are systematically 
tested deductively and using those conjectures in subsequent interviews to test within and 
between participants for validity (Morse & Niehaus, 2009; Schwandt, 2001). Second, the 
analysis is comparative. Comparison is made throughout the process and can include data 
with data; data with codes; codes with codes; codes with data; codes with categories; and 
categories with categories (Charmaz, 2014). Third, GT is interactive and requires the 
researcher to be continually involved with and interacting with both the collected data 
and the emerging analysis. Fourth, the approach is iterative in both data collection and 
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analysis. The researcher begins with the initial generative questions that guide the 
research. The researcher must remain open to developing the tentative interpretations into 
theoretical propositions about these data through codes and emerging categories, and 
return to the field to gather more data to check and refine major categories. In addition, 
the data can be recoded if needed.  
Theoretical sensitivity is a defining concept of grounded theory (Charmaz, 2014; 
Morse et al., 2009; Strauss & Corbin, 1994). Theoretical sensitivity refers to personal 
qualities within the researcher. These qualities include foreknowledge of the phenomenon 
of inquiry through previous experience, insight into the research area (which may change 
as the study progresses), the ability to give meaning to data, and the capability to separate 
the pertinent from that which is not pertinent. All this is done in conceptual abstract terms 
rather than concrete terms. Theoretical sensitivity is influenced by the literature, 
professional experience, and personal experience (Charmaz, 2014; Corbin & Strauss, 
2008). 
GT theory differs from other methods of qualitative research. The inductive 
analytic process prompts process discovery then the theorization of that process; 
therefore, data collection and analysis proceed simultaneously in order to refine, 
elaborate, and exhaust conceptual categories. The systematic application of GT analytic 
methods progressively leads to more abstract analytic levels (Charmaz, 2014). GT is 
shaped by the aim to discover social and psychological processes, whereas the other 
methods code for topics and themes (Charmaz, 2014; Corbin & Strauss, 2008; Morse et 
al., 2009). Coding emphasizes actions by embedding them in the codes using nouns 
formed as verbs by adding “ing” (gerunds). 
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Three major types of GT are used for research: Glaserian, Straussian, and CGT. 
As mentioned previously, the first GT method published, now called Glaserian GT, was 
developed by Glaser and Straus (1967). The two researchers had different career paths, so 
Strauss moved on and developed collaboration with Juliet Corbin. Together, they 
developed Straussian GT (Morse et al., 2009). Kathy Charmaz studied under Strauss. She 
stated that one of the ways Strauss differed from Glaser was that he was a “theorist of 
actions and not of individuals” (Charmaz, 2014, p. 9). She went on to develop CGT. 
In GT, processes are studied, but it is also a method in process because it is 
young, still being developed and refined (Charmaz, 2012). The method can be adopted by 
researchers who embrace different theoretical perspectives, focus on various levels of 
analysis, pursue varied objectives, and address diverse areas such as nursing, policy 
analysis, organizational studies, and social psychology.  
CGT is a contemporary GT method that uses strategies from the original GT—
such as coding, memo writing, and theoretical statements—but shifts its epistemological 
foundations to an interpretive/constructivist paradigm (Charmaz, 2006, 2014). In CGT, 
what is “real” is viewed as problematic, therefore moving GT further into interpretive 
social science. It looks for multiple definitions of reality or standpoints that can provide 
cues for multiple definitions. The goal of CGT is to examine how experience is 
represented in the time and place of the situation.  
One of the main reasons CGT was chosen is that the subjectivist stance of the 
researcher who already has involvement and interactions with the research topic is 
recognized. Charmaz (2014) stated that the researcher should be “theoretically agnostic 
not theoretically innocent” (p. 159). This researcher entered the analysis process with 
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perspectives on and understandings of the topic, having read widely in the literature; 
therefore, it was impossible to embark on coding with theoretical innocence. In addition, 
the researcher brought individual perspectives that were acknowledged when 
constructing and interpreting the data gathered.  
The theoretical perspectives behind CGT are symbolic interactionism and 
interpretivism. Symbolic interactionism (SI) supports and informs the research 
methodology of CGT because actions are performed in the environment, or culture, on 
the basis of meanings (Schwandt, 2001). In SI the focus is on how one interprets the 
situation and chooses one type of action (Oliver, 2012). Interpretivism is the study of 
social life and aligns with CGT, which aims toward an understanding of an individual’s 
actions and the meaning of those actions (Charmaz, 2006; Crotty, 1998). The 
epistemology that informs both theoretical perspectives is constructivism. Crotty (1998) 
claimed that meanings are constructed by human beings as they interact with the world 
they are interpreting.  
Research from a constructivist perspective examines the meaning of a perspective 
from the participant’s view (Creswell, 2009). This means identifying a culture-sharing 
group—in this case practicing nurses who work in acute-care environments—and 
examining shared patterns of behavior—in this research using wisdom in practice. The 
type of constructivism that aligns with constructivist grounded theory focuses on the 
individual’s use of knowledge as the products of a process of construction resulting from 
the interaction of intelligence and environment (Schwandt, 2001). The stance taken in the 
current research is that WIA is a social-cultural enterprise influenced by many internal 
and external factors. These factors include the people in the situation, the environment, 
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the information needed for decision making, and the critical thinking/cognitive processes 
possessed to practice wisely. 
CGT has been used to examine different perspectives of nursing practice such as 
workplace bullying (Gaffney, Demarco, Hofmeyer, Vessey, & Budin, 2012), humor in 
healthcare (McCreaddie & Payne, 2014), and becoming a role model (Hoarea, Millsc, & 
Francis, 2013). Each of these studies from nursing practice demonstrates the explanatory 
power of CGT by illustrating how meaning is made from the data and rendered into 
theory (Mills, Bonner, & Francis, 2006. They also show how the core category is defined 
and linked to all other categories. CGT is an appropriate methodology for studying 
nursing wisdom within the nursing culture. 
 
Sampling and Participants 
 
Nurses practicing in the emergency room within the setting of Intermountain 
Healthcare (Intermountain) were interviewed. Ten nurses were interviewed from a pool 
of more than 150 emergency room nurses working in the Salt Lake Valley. These nurses 
were chosen because they (a) practice in stressful and/or uncertain situations; (b) are 
required to possess a high degree of knowledge and skill; and (c) have a lot of autonomy 
to make immediate patient care decisions in a time-constrained environment and under 
urgent circumstances.  
There were 10 participants (7 women, 3 men) with an age range of 22 to 59 years. 
They had an average of 11.1 years of experience (range = 5–35 years). Educational 
preparation of the nurses included associate degree (n = 4), baccalaureate degree (n = 5), 
and master’s degree (n = 1); all were employed at Intermountain Medical Center (IMC).  
IMC is a level-1 trauma center with a 452-bed tertiary center. It is a high-volume 
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emergency room setting that had 82,179 visits in 2013 (U.S. News & World Report, 
2013). In addition, IMC’s enterprise, Intermountain Healthcare, is the largest provider of 
integrated medical services in the Intermountain West, experiencing 463, 872 emergency 
room visits in 2011 (U.S. News & World Report, 2013). Intermountain operates 23 
hospitals in Utah and runs more than 400 clinics and urgent care facilities.  
A convenience sample was used in one theoretical sampling phase. The sampling 
was considered theoretical because tentative analytic categories were identified in the 
derived theory (Tweed & Charmaz, 2012). Initially, Linda Hofmann, RN, vice president 
of nursing at Intermountain, approached the emergency department at IMC to introduce 
this research and obtain approval for the study to take place in that setting. Roger 
Keddington, APRN, regional education consultant, posted flyers in the departments, sent 
an introductory email to the nursing staff at each of the facilities, and attached the 
recruitment flyer (see Appendix A). The email introduced the researcher and described 
the study. The flyer highlighted the purpose of the study and the inclusion criteria for 
potential participants. The participants contacted the researcher directly by either email or 
phone. After potential participants initiated contact, they were asked if they were willing 
to be interviewed in either a one-on-one face-to-face interview or by phone. If so, a 
meeting was scheduled at a time of their convenience. The goal was to have the setting be 
convenient and private so the participants could have a thoughtful, uninterrupted 
conversation. The interviews were held in the researcher’s offsite office and in study 
rooms at two local libraries. A $25 Amazon gift certificate was offered to each nurse who 
participated. 
The inclusion criteria for nurse participants were: (a) those who had practiced or 
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supervised practice (such as clinical faculty) within an emergency room setting within the 
previous 5 years; (b) a registered nurse or an advanced practice registered nurse (APRN) 
at any level of education; and (c) holders of an associate, baccalaureate, or master’s 
degree or doctorate, with at least 5 years of nursing experience.  
The participants described practice situations that made them feel they had made a 
difference, and how they felt they had made that difference. The interviews were used to 
generate the initial set of stories for coding. The 10 participants contributed 30 stories 
about clinical wisdom. 
There was no a set target number for enrollment. Initially, the plan was to have 
two sampling phases, initial and theoretical. It was determined after the first phase of 
open coding that the questions were theoretical, and another interview phase was not 
needed. This was confirmed as the concepts from the theory were uncovered and the 
process of wisdom in action was evident. 
 
Data Collection Methods 
 
Institutional review board approval was obtained from the study setting, and 
initially, the participants completed the consent and demographics form (see Appendix 
B). Then, stories of clinical wisdom were elicited from nurse participants through face-to-
face, unstructured interviews. In the interviews, there was a brief chat about their 
practice, and then the conversation flowed into the open-ended questions (see Appendix 
C). The relaxed interview setting and sequence of questions facilitated free discussion of 
each nurse’s experience. Interviews were recorded with participant permission.  
Typical clinical stories of wisdom in action were nonroutine challenging events or 
other situations that involved uncertainty. The questions were open ended and aligned 
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with the research assumptions. CGT stories regarding nurses’ practice were chosen 
because daily situations yield a certain kind of story readily analyzable using a GT 
methodology (Lai, 2010). The initial open-ended interview question was, “Tell me about 
a clinical situation where you or someone else demonstrated wisdom in a clinical 
situation.” This specific question was chosen because previous psychology research used 
this question to investigate the social and nonverbal behaviors people display when using 
wisdom in life matters (Kunzmann & Baltes, 2005). Each nurse was allowed to tell her or 
his story without interruption from beginning to end. 
The next questions were “deepening” questions asked to ascertain the process of 
decision making and to understand what was happening within the situation. This went 
beyond the facts and started getting to the actual thought processes that were occurring 
during the situation. The probing questions pertained to the culture and using knowledge 
with expertise in the form of wisdom. Questions from the interview guide (Appendix C) 
were: 
1. What information did you use to make a decision? 
2. Can you describe the setting? 
3. What made this situation difficult? 
4. What did you learn from this situation? 
5. How did this influence your future practice? 
The final question entirely focused on this dissertation: “What are the 
characteristics, or attributes, of the wisest nurse you have ever worked with?” As many 






The analysis method was Charmaz’s (2014) CGT, using three coding phases: 
open coding, axial coding, and selective coding (Strauss & Corbin, 1994). Before coding 
began, the recordings were listened to as the transcripts were reviewed. Coding was 
approached as an inductive/abductive, comparative, interactive, and iterative process. 
Memo writing also occurred throughout the analysis process. The goal of the analysis 
was to be fully immersed in the data by studying and restudying to define what the data 
were all about (Charmaz, 1996). Figure 3.1 pictorially displays the process. Each step is 




Open coding using line-by-line and action-by-action coding was performed on all 
of the transcripts with the goal of producing as many codes as possible (Charmaz, 1996; 
Munhall, 2011). Line-by-line coding allowed the researcher to take an analytic stance 
toward the work (Charmaz, 1996). The initial coding focused on the processes and 
actions occurring during the situation because the theory being developed was wisdom 
“in action” (Charmaz, 2014; Saldaña, 2009). Therefore, the codes assigned were process 
codes using gerunds. Example questions asked of the data were: 
1. What action is happening here? 
2. What is the person really saying? 
3. What do these statements and actions imply? 
4. What is the participant’s understanding of the situation? What social processes 
are occurring in the context of the data? 











Open coding required several passes through the data. The codes assigned were 
active, not passive. As the coding progressed, some codes were expanded into two or 
more codes while other codes were collapsed into one. The data were compared with 
codes, and codes with codes, throughout the process, while looking for similarities and 
differences. The codes assigned during open coding were examined for their properties 
(associated characteristics), dimensions, and relationships to each other (McCreaddie & 
Payne, 2014; Mills et al., 2006). Documentation was done within the ATLAS.ti 
application and included definitions and concept properties (Friese, 2012). At the end of 
open coding, documentation was evaluated and the initial concepts for the theory were 




The relationships between concepts were determined during the axial coding 
phase (Corbin & Strauss, 2008). For example, some concepts were time ordered, with 
one concept preceding another temporally, such as an assessment occurring before a 
judgment. Identifying relationships among concepts required interpretive work and was 
represented through a series of illustrative frameworks designed over time to capture the 
emerging grounded theory. Through constant comparison, the data were refined into 
categories for the purpose of interpretation. New concepts were created and compared to 
the data (Charmaz, 1996). Properties of each concept were identified and continually 
evaluated until the main processes were identified.  
Open and axial coding were iterative processes, and this is where abduction 
began. The iterative component meant that the transcripts were reexamined as new 
concepts, and properties were identified and refined. Higher-level concepts were 
71 
 
constructed according to the study purpose and were created as categories (Charmaz, 
2014).  
Abduction occurred as the categories were evaluated and conjectures, or 
inferences, were developed and evaluated against the data. Codes assigned to each 
category were evaluated for determination of fit. Network diagramming was used to 
assist in analyzing the codes that were linked to a category. Figure 3.2 is a network 
opinion (conjecture) that the emotional codes were somehow related to each other.  
Network diagramming assisted in visual evaluation. These codes were ultimately 
assigned to the category “emotional intelligence.” 
After the concepts began to emerge, an analytical technique described as diagram 
illustrating the codes assigned during open coding regarding emotion. We had an 
 
 




“clustering” was used to understand the relationships between the categories. Charmaz 
(2014) described clustering as linked wheels with spokes. Clustering assisted in linking 
the categories and identifying the high-level concepts. A software tool, ATLAS.ti (Friese, 
2012), assisted in this task, but the drafting could have been done on paper. Figure 3.3 is 




Memo writing occurred throughout the analysis process (Charmaz, 2014). Memos 
included field notes, code notes, and theoretic/analytic memos, and allowed the 
researcher to become involved in, question, and analyze the data (Lempert, 2007). The 
memos included thoughts, comparisons, and questions about the developing theory, the 
concepts, and their interrelationships. The goal of memo writing was to define and check 
the properties of the codes; to write thoughts about what was occurring; and to bring in 
citations from the literature to assist in explaining and clarifying the data. The memos 




During selective coding, the theoretical processes were interpreted from the data 
(Tweed & Charmaz, 2012). High-level categories central to the processes were identified 
and defined; the high-level actions and subactions concepts for each category were 
identified; and the linkages between the categories were identified and defined (Charmaz, 
2014). After all categories, subcategories, and relationship were identified inductively 
and grounded in the data, each was compared to the nursing and wisdom literature to 















theoretical sensitivity, assisted in gaining additional insight into conceptualizations of the 
data by considering other theoretical bases for interpretation. Potential transferability of 
the phenomenon of wisdom in action to similar situations in health care became visible 
by highlighting similarities between the findings of this study to previous theoretical 
constructs and concept analyses in the literature (Chiovitti & Piran, 2003). 
The theory was diagrammed as concepts and relationships emerged (Lempert, 
2007). Diagrams created a visual display of what was known and assisted in 
understanding the meaning of the phenomenon of wisdom by evaluating each concept, 
category, and relationship.  
The final analysis step was to prepare a chapter (Chapter 7) describing the study 
and theory. The writing process facilitated further analysis and grounded the theory, 




Trustworthiness of the data was considered throughout this qualitative research. 
The phenomenon of wisdom in action for clinical nursing was accurately represented and 
was supported by evidence, resulting in trustworthy findings as evidenced by the story 
walkthroughs in Chapters 5 and 6. Trustworthiness was determined by a set of criteria 
outlined by Lincoln and Guba (1985) that include credibility, transferability, 
dependability, and confirmability.  
Credibility was evaluated as to whether or not the research findings represent a 
“credible” conceptual interpretation of the data. To do this, peer debriefing was used with 
Lauren Clark and Nancy Staggers, the dissertation committee co-chairs, over the course 




the process of analysis. The meetings included a progress report of the analysis and 
discussions regarding the research questions and methodology. The role of the co-chairs 
was to question the logic and coherence of the emerging theory and to dialogue about the 
application of the steps (Lincoln & Guba, 1985). Their consultative roles allowed the 
researcher to think theoretically about the process and to gain confidence in the 
defensibility of the analytic methods and results.  
The study was conducted in a way that built credibility. Sufficient time was spent 
with the participants to build rapport. The investigator continually strove to demonstrate 
to the participants that the information they provided was valuable and would not be used 
against them. To minimize distortions, the investigator did not use participants who were 
known to her. Interpretation of the data required continual return to the original 
transcripts to grasp the meanings offered by the participants. Credibility of data for 
participants was ascertained by interviewing nurses currently employed in and using 
stories from the emergency room and by reviewing the consent which explained the 
purpose of the study, therefore facilitating their understanding of the phenomenon 
(Trochim, 2005). 
Reliability was addressed by keeping an accurate audit log. The audit log shows 
changes and additions to definitions, how codes moved from family to family, and when 
code families were created or deleted. The audit log also helps with reliability, 
replicability, and rigor. 
Verification strategies were used to ensure that reliability and validity were 
continually attained throughout the research process. The verification strategies used for 




analysis of data, thinking theoretically, and theory development. 
Methodological coherence ensured coherence between the research questions and 
the research method. The desired data output was the cognitive process used when using 
wisdom in practice within a specific culture. The verification strategy of concurrent data 
collection and analysis was followed. Data analysis began immediately after the first 
interview and continued through all interviews.  
Aim 2 was theory building using GT; therefore, the analysis was conducted in 
parallel with the interviewing, congruent with CGT. The theory was created inductively 
using the stories to develop a new theory regarding wisdom in action. A completely 
different theory emerged and was developed from the data. Once the GT theory was 
developed, it was compared with and contrasted to the theory developed in Aim 1. Both 




This chapter described the research methodologies used for this dissertation. The 
work occurred in two phases. The first phase was the development of the Theory of 
Wisdom in Action for Clinical Nursing using derivation and synthesis. The second phase 
of the dissertation work was a qualitative study examining stories obtained from the 
interviews of emergency room nurses, using a CGT approach to develop a theory of 
wisdom in action.  
This dissertation research, including findings, is covered in the following three 
chapters. Chapter 4 was published in Advances in Nursing Science in 2011 and is 
foundational to this research. It represents a widely known use of the concept of wisdom 




and describes its philosophical foundations. Chapters 5 and 6 together are a two-part 
series describing the development of the Theory of Wisdom in Action for Clinical 
Nursing. Chapter 5 describes the analysis of wisdom models from other disciplines and 
the derived concepts (antecedents and characteristics) that are pertinent to nursing. 
Chapter 6 presents the relevant concepts, framed in the nursing context, to describe the 
theory and illustrate the relationship(s) between the key concepts. 
Chapter 7 describes the qualitative study using a CGT to develop a midrange 
theory of wisdom in action. The findings from both aims of this study are synthesized in 
Chapter 8 to develop the final Theory of Wisdom in Action for Clinical Nursing. The 
new theory/model is introduced. The extent to which the model corresponds to clinician 
descriptions of wise practice is discussed. Also discussed is the extent to which wisdom 
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TOWARD AN UNDERSTANDING OF  
 





Nurses seek to better understand how to gain nursing wisdom and apply this 
wisdom in daily practice, yet the concept and experience of wisdom in nursing practice 
has not been well defined. This is the first of two chapters addressing wisdom in action 
for nursing practice. This chapter briefly describes nursing theory, reviews the wisdom 
literature as presented in various disciplines, and identifies characteristics of wisdom by 
analyzing four models of wisdom from other disciplines. It also discusses the 10 
antecedents of wisdom (data, information, age, education, social interaction, cognition, 
openness to learning, mentors, life experiences, and the values relativism and tolerance) 
and the 10 characteristics of wisdom identified in an analysis of the wisdom literature. 
Understanding these 10 antecedents and the 10 characteristics of wisdom in action, which 
are described in Chapter 6, can be used both to help nurses demonstrate wisdom as they 





                                                 
2






“Where is the wisdom we have lost in knowledge?” (Eliot, 1969, p. 147). Few 
could imagine the technological advances that would occur after T. S. Eliot wrote this 
poetic line in 1934, relating wisdom to knowledge and suggesting a distinct relationship 
between the concepts. In 2008 the American Nurses Association (ANA) released the 
revised Nursing Informatics: Scope and Standards of Practice, adding the concept of 
wisdom to the accepted framework of data, information, and knowledge concepts in 
nursing informatics. This expanded data, information, knowledge, wisdom (DIKW) 
framework is widely accepted by the international nursing informatics (NI) community as 
a foundational model for the field of nursing (Nelson, 2002). 
Wisdom is defined in the Merriam-Webster Online Dictionary (2014) as (a) 
knowledge gained through life experiences, (b) the innate ability to understand things that 
others cannot understand, and (3) judgment or good sense. In the NI Scope and Standards 
of Practice, wisdom is defined as “the appropriate use of knowledge to manage and solve 
human problems. It is knowing when and how to apply knowledge to deal with complex 
problems or specific human needs” (ANA, 2008, p. 5). Although the concept of wisdom 
has been added to the NI Scope and Standards of Practice, the concept and its 
applicability to nursing have not been well defined beyond the field of nursing 
informatics (Matney, Brewster, Sward, Cloyes, & Staggers, 2011). Because nurses have a 
desire to apply wisdom within their practice, and nurse informaticists need to understand 
how to support the use of wisdom in practice (see discussion below), a clearer 
understanding of the concept is needed. This chapter describes the development of a 




identify characteristics of nursing wisdom theories by studying these theories in other 
disciplines. The identified characteristics are subsequently used to create a theory of 




Nursing theory facilitates the development of nursing knowledge and provides 
principles to support nursing practice. Theory shapes practice and provides a method for 
expressing key ideas regarding the essence of nursing practice (Walker & Avant, 2011). 
Nursing theory is developed from groups of concepts and describes their 
interrelationships, thus presenting a systematic view of nursing-related events. The 
purpose of theory is to describe, explain, predict, and/or prescribe (Chinn & Kramer, 
2011; Reed & Shearer, 2007; Risjord, 2009; Walker & Avant, 2011). Theory is used in 
all aspects of nursing care and assists the practicing nurse in organizing, understanding, 
and analyzing patient data. Essentially, theory provides a systematic, consistent way of 
thinking about nursing care to guide the decision-making process. Theory-based clinical 
practice occurs when nurses intentionally structure their practice around a particular 
theory to guide them in their care of the patient.  
Different levels of nursing theory exist; these levels include metatheory, grand 
theory, midrange theory, and microrange theory. Metatheories focus on theory about 
theory. These theories develop through asking philosophical and methodological 
questions to form a nursing foundation. Grand theories give a broad perspective for the 
purpose and structure of nursing practice (Peterson & Bredow, 2008; Walker & Avant, 
2011). One of the greatest contributions grand theories (largely developed between the 




and the practice of medicine. In contrast, midrange nursing theories contain a related set 
of ideas and variables, are narrower in scope, and are testable (Smith & Liehr, 2008; 
Walker & Avant, 2011). They offer the specificity needed for usefulness in research and 
practice, usually focusing on one specific topic or area of care and often beginning with a 
concept analysis and the development of a larger conceptual model (often called a 
construct).  
The Theory of Wisdom in Action for Clinical Nursing was developed deductively 
as a midrange theory (Higgins & Shirley, 2000). The philosophical assumption of this 
theory is that all nurses want to practice using wisdom. 
 
Review of the Wisdom Literature 
 
Today there is a large body of literature about wisdom, although much of it does 
not relate to wisdom in nursing practice. Wisdom is an abstract ideal, an end point or 
characteristic, something applied in yet separate from practice. The focus in this chapter 
is to further nursing’s clinical or practice wisdom. To support this exploration, definitions 
of wisdom from early classic philosophy and psychology literature, along with definitions 




Classical philosophers began defining wisdom as early as 400 B.C. Plato wrote 
that wisdom is the knowledge about the good between all that exists (Truglio-Londrigan, 
2002), while according to Aristotle, wisdom is knowledge of the first causes and 
principles of things (Rice, 1958). Aristotle differentiated wisdom into five states of mind: 




techne, or technical skill; phronesis, or practical wisdom, which enables ethical action 
that contributes to the common good; and Sophia, which is concerned with truth toward a 
practical end (McKie et al., 2012). All five of these wisdom states could define the art 
and science of nursing practice. The nursing profession is built upon scientific knowledge 
(episteme), and nursing practice is grounded with theory (theoretikes; ANA, 2004). 
Nurses must understand and stay abreast of current technology (techne). One of the 
nursing standards of practice is ethics; hence, nurses integrate ethics (phronesis) into all 





There are two types of wisdom described in the psychology literature, general and 
personal (Staudinger & Glück, 2011). General wisdom is directed toward other 
individuals from a third-person perspective; it is a personal trait manifested by caring for 
others. In contrast, personal wisdom is individual, focused on advice and judgment that is 
based on insight gained from experience (Mickler & Staudinger, 2008). Personal wisdom 
is about one’s own life and problems seen from a first-person perspective. These are both 
important to understand because nursing pertains to both general and personal wisdom. 
Initially, general wisdom is used when caring for the well-being of others during practice 
(Staudinger & Glück, 2011); afterwards, learning from the caring experience can be 
applied personally. Personal wisdom comes into play after experienced nurses reflect on 
their own practice and learn from their experiences, thereby increasing their personal 
knowledge. 




(Staudinger & Glück, 2011). Bluck and Glück (2004) qualitatively analyzed 
autobiographical narratives from individuals of all ages concerning times when they felt 
they said or did something wise. Results demonstrated that all age groups were able to 
change negative life experiences into positive ones when wisdom was used. Bluck and 
Glück defined wisdom as an adaptive form of judgment that involves how one thinks. In 
a second qualitative study, Glück and Baltes (2006) asked subjects to describe wise 
people. Resulting themes included morality, integrity, overcoming risk or adversity, 
searching for insight, and striving toward individual improvement.  
Wisdom is assumed to be intrinsically associated with age and experience. 
Although older people have more experience, age is not the only characteristic associated 
with wisdom. Pasupathi and Staudinger (2001) posited that those who are “open to new 
experiences, are creative, who think about the how and why of an event rather than 
simply whether it is good or bad, who demonstrate more social intelligence, or who are 
oriented towards personal growth display higher levels of wisdom-related knowledge and 
judgment” (p. 403). This is important for nursing because it means that age is not 
necessarily a factor in being a wise nurse.  
Sternberg (2007) and his team hypothesized that the key leadership components 
of wisdom are intelligence, creativity, and knowledge, as well as being able to use these 
characteristics to make good decisions. His team presented difficult life-problem 
vignettes with possible solutions to study participants. The participants rated the 
solutions; then, their solutions were compared against ratings from psychological experts. 
Findings showed that people with general wisdom are wise when the stories are about 




Glück, 2011.  
The findings from psychology illustrate that important wisdom character 
precursors include morality, integrity, creativity, intelligence, knowledge, and insight, as 
well as concepts used during the application of wisdom, such as judgment and thinking of 




Few authors have explored or attempted to define wisdom in a nursing context. 
Benner (2000) wrote that nursing wisdom is based on clinical judgment and a thinking-
in-action approach encompassing intuition, emotions, and senses. Benner, Hooper-
Hyriakidid, and Stannard (1999) described clinically wise nurses as both proficient and 
expert. Matney et al. (2011) described wisdom as the application of experience, 
intelligence, creativity, and knowledge, mediated by values, toward the achievement of a 
common good. These definitions link wisdom to performance, or nursing practice, 
leading one to recognize that wisdom must be tied to actions using skills and knowledge.  
Haggerty and Grace (2008) evaluated the psychology and philosophical wisdom 
literature to determine the key components of clinical wisdom. They identified the 
following three themes: “balancing and providing for the good of another and the 
common good, the use of intellect and affect in problem solving, and the demonstration 
of experience-based tacit knowing in problematic situations” (p. 235). Christley, 
McMillan, McCallum, and O’Neill (2012) completed a concept analysis of practical 
wisdom, describing three antecedents (also called precursors) and three attributes of 
practical wisdom along with their implications for nursing practice. The three antecedents 




attributes were experiential knowing, judgment and balance, and action. 
Two concepts from the field of philosophy, namely praxis and phronesis, are 
associated with wisdom in nursing. Praxis is defined as the act of putting theory into 
practice (Rolfe, 2006); is developed from moral, experiential, and practice-related 
situations; and changes over time with increased experience (Connor, 2004). Litchfield 
(1999) illustrated a nursing-praxis framework merging theory, practice, and research.  
Phronesis is defined in the nursing literature as practical wisdom requiring the 
context of the situation to be considered before action is taken (Connor, 2004; Flaming, 
2001; James, Andershed, Gustavsson, & Ternestedt, 2010; Leathard & Cook, 2009). 
Phronesis is indicative of morality in that nurses need to be ready to determine the most 
appropriate response in a particular circumstance (Chen, 2011). It is paired with praxis by 
relating intellectual virtues to practice (Newham, Curzio, Carr, & Terry, 2014). 
Characteristics of wisdom found in praxis and phronesis—e.g., putting theory into 
both practice and morality—can be applied to nursing practice, yet how they are applied 
is not clear. A clearer understanding of the concept of wisdom is needed to clarify how 
knowledge is translated or actioned into wisdom during practice. Clinical nursing is a 
process requiring a practice-based theory of wisdom rooted in action. Understanding 
wisdom from a nursing context will leverage the ability of both practicing nurses and 
nursing informaticists as they facilitate the development and use of wisdom. This chapter 
is focused on identifying wisdom concepts that pertain to clinical nursing and that are 
derived from wisdom theories in other disciplines. In the second part of this series 
(Chapter 6), a theory of wisdom in action for clinical nursing is developed. 




characteristics and the development of a theory for nursing. First, wisdom is defined in 
other disciplines; therefore, existing theories of wisdom likely contain characteristics 
useful for wisdom in clinical nursing even though these other disciplines’ theories have 
not yet been collected into a single whole. Second, nurses provide care for patients in 
clinical situations using wisdom. Third, nurses use both general and personal wisdom, as 
described above.  
 
Identification of Wisdom Characteristics 
 
The process of derivation as defined by Walker and Avant (2011) was used in the 
identification of wisdom characteristics. Derivation implies that the concepts are obtained 
from another source. The method entails examining existing models or theories, selecting 
a core model or models from which to create a new theory, and specifying how existing 
models are adapted. This derivation process included three steps: (a) identification of 
potential theories that may contribute to or overlap with nursing wisdom, (b) selection of 
the theories from which the characteristics could be derived, and (c) analysis of the 
characteristics of the parent theories needed for the new nursing theory. The researcher 
followed this process to produce a list of wisdom antecedents and characteristics that 
describe and can support wisdom in nursing practice.  
Multiple models from other disciplines were evaluated and analyzed using formal 
theory analysis for possible derivation (Walker & Avant, 2011). The following four 
models or theories were used for theory derivation: The data, information, knowledge, 
wisdom (DIKW) framework from the computer science and nursing informatics 
discipline (Nelson, 2002), the Berlin Wisdom Paradigm (BWP; Baltes & Staudinger, 




discipline of psychology, and finally the Model of Wisdom (MW; Brown, 2004) from the 
discipline of education. These models were chosen because they focus on knowledge as 
the core of wisdom, a central component in the application of wisdom to any actions. 
Each is described below. 
 
The Data, Information, Knowledge, Wisdom Framework 
 
The initial model evaluated was the DIKW framework that originated in computer 
and information sciences, particularly in knowledge management (Blum, 1986). The DIK 
portion of the framework was first discussed in nursing in Graves and Corcoran’s (1989) 
work; the DIKW framework was first described for nursing informatics by Nelson (2002) 
and was adopted by the ANA in 2008 (ANA, 2008; Schleyer & Beaudry, 2009).  
The components consist of four overlapping concepts: data, information, 
knowledge, and wisdom (see Figure 5.1). Data are symbols that represent properties of 
objects, events, and their environments that alone have little meaning. Information is data 
given structure. Knowledge is derived by discovering patterns and relationships between 
types of information (Nelson, 2002). Wisdom is using knowledge correctly to manage or 
explain human problems. The ANA described wisdom as the ability to evaluate 
information and knowledge within the context of caring, and to use judgment to make 
care decisions (ANA, 2008; Matney et al., 2011). 
 
The Berlin Wisdom Paradigm 
 
 The Berlin Wisdom Paradigm (BWP) was developed at the Max Planck Institute 
to provide direction toward investigation of wisdom-related knowledge systems and 
judgment processes (Baltes & Staudinger, 1993; Smith, Dixon, & Baltes, 1989). They 
  
 
Figure 5.1 Revised Nelson Data Information Knowledge Wisdom (DIKW) Model, 
2008 version. Copyright© 2008 Ramona Nelson, Ramona Nelson Consulting. 





defined wisdom as “a cognitive and motivational metaheuristic (pragmatic) that organizes 
and orchestrates knowledge toward human excellence in mind and virtue, both 
individually and collectively” (Baltes & Staudinger, 2000b, p. 132). Fundamental 
pragmatics in life refers to deep insight and sound judgment regarding the human 
condition, and the ways of planning, managing, and understanding life (Staudinger & 
Glück, 2011). Metaheuristics are high-level strategies that organize lower-level rules 
within individuals to assist in planning, managing, and evaluating life issues. 
The BWP (see Figure 5.2) is composed of three different sections: person-related 
factors, life context, and problem solving (Baltes & Staudinger, 2000b). The sections 
include wisdom antecedent factors (precursors) and process concepts. The first section, 
person-related factors, contains three categories considered antecedents to wisdom 
development. The second section of the framework is life context, and is defined as 
wisdom applied to actual life. Wisdom involves using good judgment, insight, emotional 
regulation, and empathy, and is found in all areas of life including family interactions, 
writing, and personal relations. The third section portrays qualitative criteria for solving 
problems. The five expertise-specific categories, namely experience in life matters, 
organized tutelage, mentorship in dealing with life problems, cognitive heuristics, and 
motivational dispositions, are deemed sequential for developing expertise (Baltes & 
Staudinger, 2000a). This theory led us to investigate the MORE Wisdom Model. 
 
The MORE Wisdom Model 
 
The acronym MORE represents the following concepts: Mastery, Openness, 
Reflection, and Emotional regulation or Expertise (see Figure 5.3). It was conceptually 





Figure 5.2 Berlin Wisdom Paradigm. Reprinted from “Wisdom: A Metaheuristic (Pragmatic) to Orchestrate Mind 
and Virtue Toward Excellence,” by P. B. Baltes & U. M. Staudinger, 2000b, American Psychologist, 55(1), 








Figure 5.3 The MORE Wisdom Model. Reprinted with permission 
from the developer, Judith Glück. 
 
a specific framework for understanding why and how some people cumulatively develop 
wisdom while others do not. The authors’ first study was conducted using 
autobiographical narratives of people who thought they were wise. The second was a 
qualitative study of people nominated as wise (open interview questions were used in this 
study).  
The first concept, sense of mastery, is the belief that any of life’s challenges can 
be dealt with, but also the awareness that not everything can be controlled. Challenges are 
managed head-on or through adaptation, and individuals do not feel victimized when 
events are beyond their control, giving them a sense of mastery. 
The second concept is openness. People must have an interest in and be open to 
experiences and ideas to develop knowledge and use it wisely. High levels of openness 
help individuals seek out wisdom-fostering situations. 
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The third concept is having a reflective attitude. Wise individuals are reflective 
and motivated to think deeply; they step back and examine the situation to better 
understand the context, and seriously examine their own past behavior to gain meaning 
and set direction. Individuals reflect on experiences and learn from them. Once 
knowledge is gained from experience and reflection, it can be applied in future situations. 
The fourth and final concept is emotional regulation, or control of emotions and 
the ability to be sensitive to others’ emotions. Wise individuals are calm and self-
controlled; they perceive their emotions accurately and manage them appropriately in 
both positive and negative situations.  
These positive and negative situations involve life experiences and serve as means 
for fostering wisdom development. The arrows in Figure 5.3 (relationships) illustrate that 
life challenges lead to learning through a reciprocal relationship with the four 
characteristics.  
 
The Model of Wisdom 
 
Brown (2004) developed the Model of Wisdom (MW) and a validated Wisdom 
Development Scale (WDS). The central component of the MW (see Figure 5.4) is 
learning from life. This component includes concepts of reflection, integration, and 
application. Individuals must take information in, and then ponder, analyze, process, and  
integrate it into their conscious and unconscious actions. Once that is achieved, learning  
occurs, and the new knowledge can be used and applied. If it is not applied, the 
knowledge obtained does not result in growth or change. 
Three conditions, all considered circumstances that affect the development of 





Figure 5.4 Model of Wisdom Development. Copyright © 1999 Scott C. Brown. 
All rights reserved. Reprinted with permission.  
  
(a) orientation to learning, (b) experiences, and (c) interactions with others. Orientation to 
learning describes how a person approaches specific knowledge-gaining experiences, and 
consists of motivation and a desire to learn. Experiences result in knowledge acquisition. 
Interaction with others requires a genuine caring and compassion for others, and a 
willingness to give of oneself to be of influence for the common good. 
The final circle in the model, symbolizing the goal, is wisdom. Brown (2004) 
stated that wisdom is comprised of six interrelating characteristics: self-knowledge,  
understanding of others, judgment, life knowledge, life skills, and willingness to learn. 
Self-knowledge is a consciousness of one’s own values, morals, ethics, talents, and 
abilities pertaining to both personal and professional life. To have self-knowledge a 
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person must have a clear understanding of him- or herself. Understanding of others is a 
true understanding of and interest in others at the individual, social, and cultural levels. 
Judgment is the ability to take in information and apply it to a person’s life, i.e., the 
ability to assess and analyze a situation and to make a sound decision. Life knowledge is 
a person’s reservoir of knowledge obtained from books and life experiences, including 
common sense, understanding, and an appreciation of life. Life skills are characterized by 
individual competence in life matters. Finally, willingness to learn requires an admission 
of not knowing everything (humility), the understanding of one’s current level of 
knowledge, and the desire to know more. 
 
Derived Nursing Wisdom Antecedents and Characteristics 
 
After the above models were analyzed, the BWP was selected as the core model 
because it contained the most concepts and relationships resonating with nurses. A model 
for nursing was developed that would eventually become a theory. The model contained 
the wisdom antecedents and characteristic concepts. The development process included 
the researcher’s personal discussions with many nurse experts and a presentation at a 
professional conference (Matney, Avant, & Staggers, 2013), at which time feedback was 
received and incorporated into the theory.  
Table 5.1, developed by the researcher, illustrates identified antecedents and 
characteristics of wisdom. The relationships between the concepts are described in 
Chapter 6, but readers can begin to see that a possible theory of wisdom for nursing can 
be created from the derived concepts. 
Three of the antecedent concepts in the table pertain to wisdom in general: data, 








Derived Antecedents and Characteristics 
 
 














Data x     
Information x    x 
Age x x    
Education  x  x x 
Social Interaction  x    
Values, Relativism, and 
Tolerance 
 
x  x 
x 
Cognition  x   x 
Openness to Learning  x x x  
Mentors/Role Models  x   x 
Life Experiences 
 





Rich Factual Knowledge  x   x 
Rich Procedural Knowledge  x   x 
Lifespan Contextualism  x  x x 
Knowledge Mastery x  x x x 
Stressful Situation or 
Management of Uncertainty 
 
x   
x 
Judgment   x x x 
Decision    x x 
Application    x x 








   a
DIKW = Data, Information, Knowledge, Wisdom framework. 
   b
BWP = Berlin Wisdom Paradigm. 
   c
MORE = Mastery, Openness to Learning, Reflection, Expertise 
   d
MW = Model of Wisdom. 
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are common to many theories and can be easily understood; however, all of the other 
concepts identified in the table needed the definitions modified to fit within a nursing 
context. Therefore, the next step in developing the Theory of Wisdom in Action for 
Clinical Nursing was to redefine the identified characteristics within a nursing context. 
The final step was determining the relationships between the concepts and the creation of 
a model. The redefined characteristics, relationships, and model are presented in Chapter 
6. 
 
Discussion and Summary 
 
The evaluation of the four derivation models resulted in the initial set of 
antecedents and characteristics, as well as the following insights. Knowledge was present 
in every model as a precursor to wisdom. Other precursors included data, information, 
age, education, values, cognition, openness to learning, mentors, and life experiences. 
The BWP model (Baltes & Staudinger, 2000) and MORE model (Glück & Bluck, 2013) 
both describe the wisdom-development process as the application of knowledge in a 
stressful situation or when dealing with uncertainty, as well as openness to and actual 
learning. Reflection was also required for learning. From informatics the researcher came 
to appreciate how data are structured into information, and how rules or logic are applied 
to this information to derive knowledge.  
Psychology describes two types of wisdom, general and personal, and these also 
apply to clinical nursing. The implications here are that the antecedents and 
characteristics may be different for the two types of wisdom. General wisdom is evident 
when giving care. Compassionate practice focuses on individual patients and their loved 
ones; it is having the desire to give them excellent care and using professional expertise 
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when making clinical judgments. General wisdom may also be present in the moral and 
ethical decision-making process. Personal wisdom comes into play when, after the 
situation has occurred, individuals take time to reflect, study, learn, and ponder their own 
values and morals to gain understanding. The characteristic of knowledge overlaps both 
general and personal wisdom. Expertise used in caring is knowledge used in practice for 
another person and is considered general wisdom. Personal wisdom develops as the nurse 
gains knowledge after reflecting on a situation. 
Wisdom in nursing practice is a complex phenomenon not completely understood 
through a single list of antecedents and characteristics. The characteristics of wisdom 
described above were taken from other disciplines’ theories. The question that remains 
unanswered is, “How are wisdom antecedents and characteristics defined for nursing?” 
Thus, the nursing literature is further evaluated to define the characteristics within a 




This chapter has presented the foundation for the new Theory of Wisdom in 
Action for Clinical Nursing by outlining an analysis of wisdom models from other 
disciplines and identifying fundamental characteristics and antecedents for the concept of 
wisdom. Four models of wisdom from nursing, philosophy, psychology, and education 
were examined in an effort to determine the applicable characteristics and antecedents. 
Ten potential characteristics and 10 potential antecedents to wisdom were identified.  
In Chapter 6, the identified characteristics are modified from their original 
theories to reflect appropriate definitions for the nursing context. A clearer understanding 
of wisdom in nursing practice could allow nurses both to teach the process of becoming 
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wise and to work toward achieving wisdom in their own practice. This understanding is 
also important for the nursing specialty of nursing informatics [NI], because NI works to 
provide needed support for wisdom in nursing practice. The manner in which these 
concepts describe wisdom in action for nursing, including the relationships between them 
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DEVELOPMENT OF THE THEORY OF WISDOM IN ACTION  
 





Practicing with wisdom is a goal for nurses, yet the concept and experience of 
wisdom in nursing has not been well defined. A theory of wisdom in action for clinical 
nursing was developed using derivation and synthesis based on models from other 
disciplines (described in Chapter 5) and nursing literature. Pertinent concepts and 
relationships were identified and evaluated, and nursing-specific definitions were created. 
The theory of wisdom in action (WIA) is comprised of four interrelated dimensions: (a) 
person-related factors, (b) environment-related factors, (c) knowledge, and (d) wisdom in 
action. WIA is an iterative process that includes applying knowledge based on skilled 
clinical judgment to a stressful or uncertain situation to produce a decision.  
Once the decision is implemented, it initiates reflection, discovery of meaning, 
and learning, which is integrated back into knowledge and judgment. The theory can 
provide a working framework for translating wisdom in clinical nursing practice into 
theoretical and practical terms. The theory illustrates how knowledge mastery allows 
nurses to know what is needed in a stressful or uncertain situation and make appropriate 
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A 50-year-old mom is admitted into the emergency room (ER) as a trauma one. 
She had been out riding her bike with her friend, had a helmet on, and was an avid 
road biker. She was in great shape. The story was that she kept riding while she 
was trying to adjust her helmet strap. She had taken her helmet off and was 
looking down and not watching where she was going. She veered and hit a sign 
head-on. She must have been going pretty fast because she had a huge head 
trauma. She was intubated, and just didn’t look good. (Emergency room nurse) 
 
The nurse caring for this patient wants to give the best care possible. She wants to 
practice using wisdom, but what does it mean to practice using wisdom, and how can she 
know that she is successful in doing this?  
This chapter is the second of a two-part series describing the development of a 
theory of wisdom in action (WIA) for clinical nursing using derivation and synthesis. The 
first part, Chapter 5, discussed the derivation process and the models evaluated, and 
ended with concepts that pertained to wisdom in nursing practice (Matney, Avant, & 
Staggers, in press). This chapter describes the synthesis portion of the theory 
development, and includes discussion of pertinent nursing and other literature, additional 
wisdom antecedents and characteristics added from the nursing literature, definitions for 
the concepts, and a model illustrating the relationships between the concepts. The 
scenario presented at the beginning of the chapter describes the beginning of a situation 
in which a nurse felt she had made a difference during her practice; that is, she practiced 
using wisdom. The chapter will “walk through” the story as the theory is described to 
illustrate the concepts using a real-life example.  
                                                 
3





The Theory of Wisdom in Action for Clinical Nursing was developed using 
derivation and synthesis. The derivation process was described in detail in Chapter 5. 
Synthesis and the final theory are discussed here. Synthesis was described by Walker and 
Avant (2011) as the “process of transforming practice-related research about a 
phenomena of interest into an integrated whole” (p. 140). Walker and Avant’s (2011) 
suggested three steps were used as the method. The first step was to identify the concepts 
of interest. Initially, the focal concepts were derived from the parent models from other 
disciplines. These concepts focused on both knowledge and wisdom. Additional concepts 
were identified within the nursing literature and are described and defined below. 
The second synthesis step was to identify the related factors and define the 
relationships between the concepts, including the direction and types of relationships. For 
example, the relationship between the concepts of knowledge and wisdom published in 
the American Nurses Association (ANA) scope and standards for nursing informatics is 
unidirectional, with knowledge as a necessary factor enabling wisdom development 
(ANA, 2008). This relationship may in fact be bidirectional, with the converse also taking 
place: Wisdom might influence knowledge. 
The final synthesis step was to develop an integrated representation or model. 
This is a diagram of the concepts illustrating the relationships between them. The 
concepts are also grouped according to their similarity. Some concepts were determined 
to be synonymous, and therefore were combined. 
Synthesis included review of pertinent nursing literature, creating definitions for 
the concepts based on nursing context, and identifying additional concepts. Because the 
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literature is so intertwined with the theory, it is discussed and cited throughout the 
description of the theory of WIA. Benner and colleagues’ work strongly influenced the 
theory of WIA, including the ideas of novice to expert, intuition, and wisdom (Benner, 
1984; Benner, 2000a; Benner & Tanner, 1987; Benner, Hooper-Kyriakidis, & Stannard, 
2011). Knowledge and wisdom go hand in hand; therefore, Carper’s Fundamental 
Patterns of Knowing (1978) and Smith’s (1989) work on personal knowledge 
development were also pertinent. Finally, Schön’s (1983) writings on reflection were 
used to create a reflection feedback loop in WIA. 
During synthesis further concepts arose. Five additional antecedents and one 
wisdom characteristic were added to those described in Chapter 5. Table 6.1 contains the 
final list of antecedents and characteristics and their definitions. The additional concepts 
identified from the nursing literature are tagged as “new.” The antecedents added include 
clinical experiences and three setting-related concepts. Setting included the antecedents 
of setting type, culture, and the nurse’s familiarity with the setting. One additional 
concept, insight and intuition, was added as a wisdom characteristic, and is discussed in 
the description of the theory. The concept of “judgment” was changed to “clinical 
judgment in context.” The concepts with “not needed” in the definition column are not 
defined because the definition is implied by the name.  
After the concepts were identified, they were clustered by commonality into 
groups called dimensions, and relationships were identified. The starting core model for 
the grouping and dimensions was the Berlin Wisdom Paradigm (BWP; Baltes & 
Staudinger, 2000), discussed in Chapter 5. The model of WIA for nursing changed during 




Antecedent and Characteristic Definitions 
 
 
Wisdom Antecedents and 
Characteristic Concepts 
New Nursing Context Definition 
Wisdom Antecedents/Precursors 
Data  Not needed 
Information  Data in context of care grouped together to provide meaning 
Age  Not needed 
Education  Instruction received, including in school and on the job 
Social Intelligence  The capacity to effectively handle complex social relationships 
and environments 
Values, Relativism, and 
Tolerance 
 An awareness that all clinical judgments are a function of and are 
relative to a given cultural and personal value system 
Cognition  Speed and accuracy of basic information processing in the brain 
and skills such as reading and writing ability 
Life Experiences  Things that have happened during life, wherein knowledge and/or 
skills were gained 
Openness to Learning  Awareness that there are multiple perspectives in every 
experience, and an interest in learning from new perspectives 
and from other people 
Mentors/Role Models  Those who lead and guide students to behaviors that promote self-
awareness and engagement with clinical situations 
Clinical Experiences X Past acts of clinical care 
Clinical Training  
X 
The level of education a nurse has had regarding clinical care and 
competencies 
Setting Type X The place where the situation occurs 
Setting Culture X A way of thinking, working, behaving in a particular setting 
Nurse Familiarity with 
Setting 
 
X Knowledge of the location of practice 
Wisdom Characteristics 
Rich Factual Knowledge  The possession of an extensive knowledge base regarding the 
nursing process and care of the patient 
Rich Procedural 
Knowledge 
 Knowledge regarding clinical procedures, processes, and 
interventions required for care 
Lifespan Contextualism  Understanding others across the lifespan in order to provide age-
appropriate care, as well as understanding across one’s own 
lifespan 
Knowledge Mastery  An understanding of the situation and the steps required to care 
for the patient during the particular situation at the expert level 
Stressful Situation or 
Management of 
Uncertainty 
 An event during which the nurse feels worried or anxious 
regarding care of the patient or does not have clear knowledge 
of how to address the problem 
Clinical Judgment in 
Context 




Table 6.1 Continued 
 
 
Wisdom Antecedents and 
Characteristic Concepts 
New Nursing Context Definition 
Wisdom Characteristics, Continued 
Insight and Intuition X Intuition is a gut feeling or hunch about something that does not 
have concrete facts to support it. This feeling guides the nurse 
to perform some type of intervention. Insight is knowing and 
understanding without the conscious use of reason 
Decision  Making a choice regarding care 
Application  Putting the decision into action 
Reflection  Taking time to ponder and think about the critical thinking, 
judgments, and decisions used after dealing with uncertainty 
Learning  Gaining knowledge 
 
 
The Theory of Wisdom in Action for Clinical Nursing 
 
 The “Theory of Wisdom in Action for Clinical Nursing” (see Figure 6.1) is 
comprised of four interrelated dimensions: (a) person-related factors, (b) environment-
related factors, (c) knowledge, and (d) wisdom in action. The first two dimensions are 
antecedents to WIA. Knowledge is both an antecedent and a component of WIA. Each 
dimension is described below, and the nursing literature pertaining to the theory is 
interwoven through the narrative. 
Many attributes of life contribute to the development and use of wisdom. These 




The dimension of person-related factors contains two conditions that work in 
combination: personal factors and clinical factors. Personal-factor concepts include age, 
education, social intelligence, culture/religion, values, relativism and tolerance, cognition, 












is the only section that includes the nurse and the patient or family. In contrast to 
psychology, in which wisdom is focused solely on the individual, wisdom instantiated by 
the clinical nurse is a distributed act rather than being located within a single person, and 
always takes the patient and family into consideration. General wisdom applies to the 
family as well as the patient.  
Age and education are self-explanatory concepts that need not be defined. Social 
intelligence is the capacity to effectively handle complex social relationships and 
environments. Social intelligence is characterized by very good communicative skills, a 
high degree of empathy, and the ability to give advice (Staudinger, Lopez, & Baltes, 
1997). Social intelligence, which is particularly valued in human interactions and 
relationships, is a vital attribute for nursing (McQueen, 2004). 
Culture and religion concepts in this dimension are values and belief systems 
developed during a person’s life. This does not include the setting culture, but does 
include acquired knowledge, behaviors, and understandings shared in the social settings 
in which the person was raised and lives (Morse & Richards, 2002). One definition for 
culture given by Merriam-Webster aligns specifically with wisdom: “The integrated 
pattern of human knowledge, belief, and behavior that depends upon the capacity for 
learning and transmitting knowledge to succeeding generations” (Culture, 2015). A key 
point regarding culture is that knowledge and beliefs are shared. Shared ideation makes it 
possible to include a finite number of individuals as cultural informants because each of 
them is accessing shared cultural knowledge (and probably some personal knowledge).  
Values, relativism, and tolerance require an awareness that all clinical judgments 
are a function of and are relative to a given cultural and personal value system. They 
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include clinical heuristics or guidelines, because they can be contributing factors. The 
nurse must also consider the variations and life priorities of the patient within a particular 
situation (Pasupathi & Staudinger, 2001). Relativism requires an understanding of 
different philosophical positions regarding what is good and right. Openness to learning 
is required for knowledge acquisition and involves imagination, attentiveness to inner 
feelings, and intellectual curiosity (Glück & Bluck, 2013).  
Cognition includes elements such as the speed and accuracy of basic information 
processing in the brain and skills such as reading and writing (Glück & Bluck, 2013). 
Wisdom and cognitive development are tightly linked (Brown, 2004). Cognitive theorists 
describe the increasing levels of complexity that individuals display when they make 
meaning of their experiences, focusing specifically on how meaning is structured rather 
than on what they believe or know. 
Openness to learning is characterized by a confidence in what knowledge a person 
has, the humility to know that he or she simply cannot know everything, and a 
willingness to stumble in the pursuit of knowledge (Brown, 2004).  
To follow along with the emergency room scenario, according to the nurse,  
She had a husband and five kids that came back to the room. It was a big family. I 
didn’t get to ask them their ages, but they were probably from their mid-twenties 
to probably like a ten-year-old at the bottom. 
 
In this scenario, the person-related factors pertained to both the nurse and the 
family. The nurse did not have time to assess the religion of the patient, but lived in a 
region with a predominant faith. She considered the social culture during communication. 
She felt she had the appropriate communication skills to explain to the family what was 
occurring in the situation. Things were happening very fast, so the speed and accuracy of 
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her cognition came into play, especially because she had to communicate with children of 
various ages.  
The clinical-factors dimension includes experience-specific factors, mentors/role 
models, clinical experience, and clinical training. Mentoring in nursing involves leading 
and guiding others to behaviors that promote self-awareness and engagement with 
clinical situations (Haggerty & Grace, 2008). Becoming a professional nurse includes the 
use of mentors and clinical experience. Life experiences and clinical experiences become 
the building blocks of knowledge required for expertise development. Clinical training is 
an ongoing process necessary to stay abreast of the evolving knowledge and expertise 
required for practice. 
In the emergency room scenario, the nurse relating the story was an experienced 
nurse with more than 5 years of experience. She was certified in advanced life support 




The environment-related-factors dimension includes setting-related and 
information system factors. Setting-related factors are related to the clinical practice site 
or context of care (hospital, community, school, and so forth), policies, and site culture. 
The concepts within this dimension are setting type, setting culture, nurse familiarity with 
the setting, and nurse expertise with setting specialty. The setting is an important 
component of the situation. This factor aligns with situation awareness theory, related to 
perceiving and understanding elements in the environment and projecting their status 
(Endsley, 2000). Nurses working in stressful situations require the ability to perceive the 
activities in the environment, understand what they mean, and project the implications of 
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event-driven decisions into the future.  
The setting culture pertains to the norms and values related to the social context of 
the situation. In this situation, it was the emergency department. Beals, Hoijer, and Beals 
(1977) identified five major components of a cultural system: (a) a group consisting of 
members; (b) members carrying out activities; (c) equipment used by members; (d) a 
tradition that represents historically accumulated decisions of the members; and (e) 
human activities or rituals emerging out of complex interactions. This clearly defined a 
team working together in a medical setting. How the team works together influences 
practicing with wisdom. 
 
Information System Factors 
 
Information system factors include the use of computerized data, information, and 
knowledge. This dimension is comprised of data received from an electronic health 
record or other electronic devices. Information consists of data in the context of care 
grouped together to provide meaning (Matney, Maddox, & Staggers, 2014). During the 
act of providing care, nurses use data, information, and knowledge to assist in decision 
making.  
Technological changes play a large role in the care of patients. The Institute of 
Medicine (IOM; 2011) stated that the landscape of nursing is changing so much that 
nursing is required to “undergo a fundamental shift” (p. 115). The technological changes, 
such as more advanced patient monitoring equipment and the shift from paper to 
electronic documentation, require a change in workflow and decision making. This 
means that clinical practice habits will need to be adapted to adjust to this change (Thede, 
2009). It also implies new skills and behaviors will need to be acquired to locate data in 
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the computer instead of on paper. In addition, data capture from electronic devices such 
as automatic blood pressure cuffs and cardiac monitors provides massive quantities of 
data; those data need to be processed, either in the mind or electronically, to provide care. 
Therefore, utilizing this technology will require a change in how data, information, and 
knowledge are processed by nurses to provide wise care.  
Continuing the emergency room (ER) scenario, the patient was connected to a 
cardiac monitor and blood pressure monitor that were giving the nurse a lot of 





The knowledge dimension of the model is comprised of three different knowledge 
types increasing in complexity: rich factual knowledge, rich procedural knowledge, and 
lifespan contextualism. Rich factual knowledge is the possession of an extensive 
knowledge base regarding the nursing process and care of the patient. Nurses must have 
the ability to collect and understand comprehensive data pertinent to the patient’s health 
or the situation, and have an expert level of knowledge regarding assessment, diagnosis, 
outcomes identification, planning, implementation (including coordination of care), and 
evaluation related to the situation in which they are providing care (ANA, 2004).  
Rich procedural knowledge concerns clinical procedures, processes, and 
interventions required for care (Carper, 1978). These procedures are directed to the 
patient or family and include any type of intervention, from education to invasive 
procedures, including developing strategies and alternatives for care to attain goals and 
reach expected outcomes.  
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Lifespan contextualism is understanding others at different points in their 
lifespan, as well as understanding across one’s own lifespan. The Joint Commission in 
the U.S. requires that any healthcare provider having patient contact be competent in 
meeting age-appropriate needs including developmental needs, cognitive development, 
and age-appropriate safety guidelines as well as awareness of social and individual 
differences (Wilson-Stronks, Lee, Cordero, Kopp, & Galvez, 2008). 
The use of wisdom cannot occur without a foundation of knowledge. There are 
two types of epistemological knowledge: empiric and rational (Munhall, 2011). Empiric 
knowledge is gained through experience, observation of facts, and testing (Berragan, 
1998). In contrast, rational knowledge is derived from practical reason. WIA also 
requires a high degree of technical and practical knowledge that may necessitate creative, 
innovative, and insightful solutions (Carper, 1978). This knowledge is influenced by 
cultural perception and beliefs.  
In the ER situation, the nurse was receiving an abundance of information. She 
was cognitively processing that information into knowledge and making a clinical 
judgment to determine the next intervention. She was applying many interventions at the 
same time:  
We worked her and coded her, and we had put in about three of the big mass 
transfusion bags—you know, the coolers they bring up—and her pressures just 
kept dropping, dropping, dropping. We would get her into CT [computerized 
tomography] and she would code and we would work her. So she was already 
herniating when we got the CT back, and she just wasn’t going to make it, and we 
knew that. We had her on pressors [vasopressor drugs used to elevate the blood 
pressure] and epi [epinephrine] drips and so she was alive, but we were literally 







Wisdom in Action 
 
WIA is the final dimension of the model. The term “wisdom in action” was 
motivated by Benner, Hooper-Kyriakidis, and Stannard’s (2011) and Schön’s (1983) use 
of “thinking-in-action” and Schön’s (1983) use of “reflection-in-action.” “In action” 
implies that the process is occurring during the act of practice. The following is a high-
level walkthrough of this dimension, with the concepts underlined and the relationships 
in italics: WIA requires knowledge mastery when dealing with uncertain or stressful 
situations. Knowledge impacts and insight and intuition influence the clinical judgment in 
context of the situation. The judgment leads to a care decision. After a care decision is 
applied, reflection, and discovery of meaning occur, which results in learning. Gained 
knowledge is integrated back into the knowledge dimension. Each of the WIA concepts 
is described below. 
Knowledge mastery closely aligns with Benner’s (1984) nurse at the expert level. 
Knowledge mastery is the ability to process information into knowledge at a highly 
skilled level. Knowledge mastery is present when nurses understand the situation and 
know the steps required to care for the patient at the expert level during the particular 
situation, including interpreting the situation to develop clinical judgment in context 
(Benner, 1984). Knowledge mastery often takes place using pattern-recognition-based 
knowledge gained from previous experience (Smith, 2009).  
Nurses must be proficient and have an understanding of the “know-how” of 
clinical experience (Benner, 2000a). Benner (1984) described proficient nurses as those 
who learn from experience and adapt and modify plans as needed. Recognition and 
management of uncertainty acknowledge that one can never know everything about a 
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problem. WIA is the ability to either address the uncertainty or have the knowledge to 
enlist others in the decision making. If the choice is to manage the uncertainty, nurses 
need to decide what must be done in the situation to alleviate the uncertainty or stress. 
When the nurse encounters a stressful or uncertain situation, knowledge mastery impacts 
clinical judgment and wisdom is applied for the pursuit of the common good. 
Clinical judgment in context is the process of data collection and interpretation to 
derive a plan of action (Benner et al., 2011). Judgment is a human skill requiring the 
ability to affect and influence situations, perception, skilled know-how, and reasoning 
about particular clinical situations (Benner, 2000b). Information systems can display 
knowledge but cannot process judgment. Context determines the type of knowledge and 
judgment used, the actions applied, and the know-how.  
Insight and intuition influence clinical judgment in context. Insight and intuition 
are grouped because intuition is an insightful sense of knowing and understanding 
without the conscious use of reason (Benner & Tanner, 1987; Rew, 1986). The concept 
of intuition has been associated with the “art” of nursing because it is the use of the 
nonquantifiable characteristics of the nursing process. Smith (2009) described this as 
“resonant relating”; that is, tuning into the patient’s energy field and gaining insight as to 
where to place attention or focus. Expert nurses have an intuitive grasp of clinical 
situations with highly proficient performance (Benner, 2004).  
A care decision follows clinical judgment. The care decision is the conclusion 
reached regarding what is necessary to the health and welfare of the patient.  
In the ER scenario, the team was resuscitating a young trauma patient. Many 
different interventions were occurring. The nurse was with the patient but when the 
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family arrived, she used her intuition; she “felt” she needed to care for the family, as 
well:  
We actually did something that we don’t normally do. . . . We decided to let the 
family come back and watch so that they could see that we were doing everything 
that we could, since losing a young, healthy mom would be hard. You know, one 
day your mom is fine and out riding her bike, and then next she is dead, and you 
have no time to prepare. I think it helps families, and it made me feel better. We 
were all pretty upset, and it was a really sad loss to see her go, but I think it helps 
the family to come in and know that you [sic] literally did everything we could 
do. We had tried every avenue to help her survive this, but her injuries were 
unsustainable. I think them coming in and watching and then giving us the “it’s 
okay, you can stop,” and them having almost that control over at least, that last 
piece of it. I felt like I had made a big difference in asking the doctors and the 
trauma team if they could come back so that they could see that we were really 
doing everything that we can for this mom to help her live, even though she was 
not going to. 
 
The nurse used knowledge regarding the patient’s condition influenced by insight 
and intuition to make a decision to bring the family in and see their loved one being 
coded. She stated that she had a strong feeling to do so: 
I had seen enough trauma ones [the most seriously injured patients] that had 
passed away to realize that when the families could come in when they were still 
alive, technically, when they got that decision, it just seemed like the closure and 
the sense of knowing that everything had been done. It almost helps them to see 
the room torn apart, like you had really pulled out every last resource you had. 
 
 
Reflection Feedback Loop 
 
The reflection feedback loop follows a care decision. This can occur during or 
after the situation. A diagram of the loop is created as a continual circle, indicating that 
the nurse can enter into and exit out of the loop at any point in the loop. The concepts 
include application, reflection, learning, and discovery of meaning. When new 
knowledge is gained it is integrated back into the knowledge dimension. 
Application is acting upon the decision. This is usually some type of intervention, 
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such as administering, monitoring, communicating, and so forth.  
Reflection is taking time to ponder and think about the judgments and decisions 
used after addressing uncertainty or an uncertain situation (McKie et al., 2012; Schön, 
1983). Through reflection on the experience, new insights and meaning can be 
discovered. Nurses can evaluate faulty logic or inaccurate judgments and gain wisdom by 
reflecting on the mistakes and determining how to improve in the future. 
 Learning takes place and the knowledge gained is fed into nurses' clinical 
knowledge, thus increasing the level of expertise available when the next uncertain 
situation arises. Being open to learning and actually learning are important characteristics 
of WIA. 
The ER nurse learned to consider the family during critical situations: 
I think it helps you in future situations [to] remember the families and extend that 
compassion. If this was my mom, would I want to be in the room? Would I want 
to see that they had done all that they could do for her? 
 
The ER situation illustrates one scenario of WIA. The nurse caring for the ER 
patient exemplified wisdom. She used expertise and good clinical judgment to make care 
decisions for her patient. She was influenced by intuition when she decided to bring the 
family into the ER. Once the situation was over, she took time to reflect and learn. This 
learning was integrated back into her practice. The scenario demonstrates that WIA is not 
a destination; it is a process that can occur many times over a nurse’s career. Knowledge 
is always included during the use of WIA to make a nursing judgment. Reflection and 
learning are integral parts of the process, because nursing is a continual process of 







The Theory of WIA can provide a working framework explaining the process of 
using wisdom in clinical nursing practice in theoretical and practical terms. This is 
illustrated showing the precursors to wisdom and the process of using knowledge to make 
care decisions in stressful situations. The theory illustrates how knowledge mastery 
allows nurses to know what is needed in a stressful or uncertain situation, and to make 
appropriate decisions about care for a patient. WIA requires nurses to reflect on those 
decisions, discover meaning, and learn how their decision affected patient care. This 
learning is applied to improve nurses’ future practice. Reflection can be supported 
through debriefings after the situation.  
The model of WIA is important and significant for patients and their families. 
Humans want and need to be cared for by nurses who consider their specific human 
values, have a high level of scientific knowledge, and have advanced technical skill. All 
of these characteristics are included in the theory of WIA. 
The model has significance to nursing education because knowledge and wisdom 
go hand in hand. The Theory of Wisdom in Action for Clinical Nursing can provide a 
roadmap for care when in an ambiguous or uncertain situation. Understanding what 
knowledge is used by expert nurses when they practice wisdom can facilitate teaching 
around that knowledge. In addition, the model aligns with teaching using simulation, 
because a practice example is used and the students can reflect on their practice, gain 
understanding, and add new knowledge to their existing knowledge.  
Nursing researchers may study different aspects of the theory. Relationships 
within the model could become potential research questions, such as (a) What type of 
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reflection is required for wisdom development? (b) How does knowledge reflected back 
into practice need to be validated? and (c) Is expert clinical judgment predictive of 
knowledge mastery, or vice versa? 
The model may be applied to those who make decisions about administrative 
assets such as resource allocation, funds, salaries, and management strategies. The 
potential effects of learning more about and gaining greater understanding of clinical 
nursing wisdom could include the ability to evaluate how decisions are made about 
nursing skill management, scope of practice, workforce issues, economic decisions made 
by hospital administrators aimed at maximizing profit and minimizing costs (such as 
nurse labor), or other administrative issues. 
Finally, the model can provide guidance to nurse informaticists who facilitate the 
use of knowledge within systems. Nurses have massive amounts of data at their fingertips 
within an electronic health record (EHR). The theory can provide a framework for nurse 
informaticists to understand what data and information are pertinent to specific situations 
in practice. Once the information is identified, it can be codified, organized, interpreted in 
systems, and transformed into information useful for practice. The information can be 
used for decision support, data analytics, and quality measures. These findings can 
ultimately be used to influence the evidence and circled back into the EHR as clinical 
guidelines.  
In addition, advanced technology can enhance nursing practice through personal 
practice reports. When nurses can pull reports on the outcomes of their practice from the 
electronic record, they will be able to examine their practice, learn from their care, and 
gain knowledge that will ultimately be used in their future wise practice.  
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The next step toward WIA validation is testing. Once the theory has been tested, it 
may be possible to relate wise nurses to improved outcomes, although this connection is 




This chapter described the development of the Theory of Wisdom in Action. 
Nursing is a distributed act that requires general wisdom regarding the life and situation 
of the patient or family being cared for, as well as wisdom about the team around the 
nurse. Nursing is also an individual act; nurses must be attuned to their own beliefs and 
value systems, as well as have an understanding of their knowledge and abilities. The 
theory describes the concepts and relationships of general and personal wisdom used 
during practice. Wisdom is not an end point; rather, using wisdom in practice is a journey 
nurses can achieve and demonstrate multiple times. The model’s greatest contribution is 
providing a working framework for translating wisdom in clinical nursing practice into 
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Nurses seek to better understand what practicing with wisdom means and how to apply 
wisdom to practice; however, the experience of wisdom in nursing has not been well defined or 
researched. This study was designed to understand how emergency department (ED) nurses 
construct the meaning of wisdom in their setting within the culture of clinical nursing practice. 
Using Charmaz’s constructivist grounded theory methodology, a preliminary theory was 
developed, capturing the experience of wisdom in practice. The core theoretical model focuses 
on two juxtaposed processes, technical and affective, grounded in expertise. Significant findings 
were the affective categories, such as emotional intelligence, required to practice using wisdom. 
Results reinforce and extend the current wisdom literature and provide a new perspective on 




Human beings seek to better comprehend wisdom and to apply it in daily life. Two types 
of wisdom are described in the psychology literature, general and personal (Staudinger & Glück, 
2011). General wisdom is directed toward other individuals from a third-person perspective as a 
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trait manifested by caring for others. In contrast, personal wisdom is individual, focused on 
advice and judgment that is based on insight gained from experience (Mickler & Staudinger, 
2008). Personal wisdom is about one’s own life and problems seen from a first-person 
perspective. 
Few authors have explored or modeled the concept of wisdom in a nursing context. A 
search revealed characteristics of wisdom discussed in the literature, with wisdom described as 
cognitive, ethical, intuitive, and emotional processes. Cognitive attributes of wisdom include 
expertise, proficiency, and knowledge (Benner, 1999; Benner, 2000; Matney, Brewster, Sward, 
Cloyes, & Staggers, 2011). Having these traits requires nurses to understand the problem, make 
distinctions between alternatives, and think creatively about the solution (Nelson, 2002). 
Wisdom concerns ethics and involves values and the desire to achieve a common good 
(Haggerty & Grace, 2008; Uhrenfeldt & Hall, 2007). Finally, wisdom encompasses intuition and 
emotion (Edmondson & Pearce, 2007). These attributes link wisdom to human acts or behavior, 
leading one to believe that wisdom is a label that one might choose to apply to certain actions 
(Haggerty & Grace, 2008; Litchfield, 1999). 
Wisdom gained attention in nursing when the concept was added to the definition of 
nursing informatics in the 2008 edition of the American Nurses Association’s (ANA) Nursing 
Informatics: Scope and Standards of Practice (ANA, 2008). Early definitions of nursing 
informatics (NI) outlined data, information, and knowledge as foundational concepts for the 
specialty. Building upon early work in the fields of information science, wisdom was added to 
the NI definition, aligning with the data, information, knowledge, wisdom (DIKW) framework. 
The NI scope and standards indicated that nursing informaticists support the development of 
wisdom for all types of nurses (ANA, 2015). The ANA scope and standards defined wisdom as 
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“use of knowledge,” but from foundational literature it is known that wisdom has many aspects 
beyond a cognitive/knowledge sphere. Because all nurses have a desire to be wise within their 
own clinical practice, it is imperative that they understand what the concept of wisdom 
represents in the context of clinical nursing practice. 
A model of wisdom in action (WIA) was previously developed for clinical nursing using 
a deductive approach. The concepts and relationships in the model were derived from theories of 
wisdom in other disciplines, and then synthesized using nursing literature (Matney, Avant, & 
Staggers, in press; Walker & Avant, 2011). The WIA model describes why wisdom is important 
for all areas of nursing and illustrates wisdom as an iterative process applying knowledge 
mastery, based on clinical judgment, to a stressful or uncertain situation to produce a decision. 
Once the decision is applied as an action, wisdom development includes reflection, discovery of 
meaning, and learning, all integrated back into knowledge and judgment (Matney, Avant, & 
Staggers, 2013). The derivation and synthesis work reiterated the idea that wisdom is more than 
knowledge application, and literature indicates that wisdom includes emotions, intuition, 
expertise, and other aspects. Therefore, it was felt important to augment the previous work by 
examining nursing wisdom using an inductive approach to uncover aspects that emerged as 
important, but were not well explained or accounted for in the first model. 
The purpose of this grounded theory study was to understand how emergency department 
(ED) nurses construct meaning around the concept of wisdom in the ED setting within the 
culture of clinical nursing practice. ED nurses were chosen because they have the autonomy to 
make decisions and perform interventions during critical situations. The researcher was 
interested in an insider perspective of what wisdom means to nurses, and those experiences are 





Design and Approach 
 
 Wisdom is intrinsically a social-cultural shared construct or experience, something 
perceived and difficult to define. Thus, the actions, perceptions, decision making, and human 
interactions of clinical ED nurses were examined using a constructivist grounded theory (CGT) 
approach. CGT is a logically consistent inductive research approach used for generating formal 
midrange theory of human behavior in a social context (Charmaz, 2006; Jeon, 2004; Morse et al., 
2009). This contemporary grounded theory (GT) method draws on strategies from early 
approaches to GT, such as coding, memo writing, and theoretical statements, but shifts its 
epistemological foundations to an interpretive/constructivist paradigm (Charmaz, 2006, 2014). 
One of the main reasons CGT was chosen was that the researcher already had involvement and 
interactions with this research topic and CGT acknowledges this subjectivist stance. Charmaz 
(2014) stated that the researcher should not be theoretically innocent, but rather should be 
theoretically agnostic. 
The theoretical perspectives of CGT are symbolic interactionism and interpretivism. 
Symbolic interactionism (SI) supports and informs the research methodology of CGT because 
actions are performed in the environment, or culture, on the basis of meanings (Oliver, 2011). In 
SI the focus is on how one interprets the situation and chooses one type of action. Interpretivism 
is the study of social life and aligns with CGT, which aims toward an understanding of an 
individual’s actions and the meaning of those actions (Charmaz, 2006; Crotty, 1998). The 
epistemology that informs both theoretical perspectives is constructivism, wherein meanings are 





Sample and Setting 
 
Institutional review board approval was obtained from the study setting. Practicing ED 
nurses were recruited through a flyer sent to their work email and posted in the department. The 
inclusion criteria for nurse participants were: (a) employed within the ED setting within the 
previous 5 years; and (b) a registered nurse or advanced practice registered nurse (APRN) at any 
level of education, associate through doctorate degree, with at least 5 years of nursing 
experience. ED nurses were chosen because they deal with stressful or uncertain situations and 
are required to possess a high degree of knowledge across myriad patient conditions. In addition, 
they have the autonomy to make care decisions (Laxmisan et al., 2007). The nurses practiced in a 
452-bed tertiary center with a level-1 trauma center in an urban setting in the western United 
States. The trauma center had more than 82,000 ED visits in 2013 (U.S. News & World Report, 
2013).  
The convenience sample consisted of 10 nurses (7 females, 3 males), with an age range 
of 22 to 59 years. On average, they had 11.1 years of experience (range 5–35 years). Participants 
included associate degree (n = 4), baccalaureate degree (n = 5), and master’s degree (n = 1) 
nurses.  
 
Data Collection Methods 
 
The researcher chose to obtain stories regarding nurses’ practice because daily situations 
yield a certain kind of story readily analyzable using a grounded theory methodology (Lai, 
2010). She elicited stories of clinical wisdom from the nurse participants through hour-long, 
face-to-face, individual, unstructured interviews that were audio recorded. The initial open-ended 
interview question was, “Tell me about a clinical situation in which you or someone else 
demonstrated wisdom in a clinical situation.” This specific question was chosen because 
148 
 
previous psychology research used this question to investigate social and nonverbal behaviors 
people display when using wisdom in life matters (Kunzmann & Baltes, 2005). Nurses were 
allowed to tell their story from beginning to end without interruption.  
The next step used “deepening” questions or probes to understand the process of decision 
making, the context, and what was happening within the situation. This went beyond the facts 
and explored the nurses’ thought processes during the clinical story. Deepening probe questions 
in response to stories of clinical wisdom included: 
1. What information did you use to make a decision? 
2. What made this situation difficult? 
3. What did you learn from this situation? 
4. How did this influence your future practice? 
5. What haunts you? 
The final question was entirely focused on defining wisdom: “Describe the 
characteristics, or attributes, of the wisest nurse you have ever worked with.” The researcher 
solicited as many stories as the nurses wanted to give. Each nurse provided one description of a 




Analysis methods were consistent with Charmaz’s (2014) recommendations for CGT and 
included three coding phases: open coding, axial coding, and selective coding. Coding was 
inductive/deductive, comparative, interactive, and iterative. Memo writing occurred throughout 
the analysis process. The goal of analysis was to be fully immersed in the data by studying and 
restudying the data (Charmaz, 1996). Figure 7.1 is a representation of CGT modified to 












Open coding was performed on all of the transcripts. Because one of the research 
questions was to identify the processes used to practice wisely, the initial coding used 
gerunds describing the processes and actions occurring during the situation (Charmaz, 
2014; Saldaña, 2009). The goal of open coding was to produce as many codes as possible 
to describe the meaning of the story, using line-by-line and action-by-action coding 
(Lieblich, Tuval-Mashiach, & Zilber, 1998). Examples of questions asked are: 
1. What action is happening here? 
2. What is the person actually saying? 
3. What do these statements and actions imply? 
4. What is the participant’s understanding of the situation? 
5. What social processes are occurring in the context of the data? 
6. What category do these data indicate? 
Several passes were made through the data during open coding until the initial 
concepts were identified (Corbin & Strauss, 2008). The properties, dimensions, and 
relationships to each other were determined in the axial coding phase. At this phase the 
interpretive and illustrative framework of the theory began to emerge (Mills, Bonner, & 
Francis, 2006). Constant comparison of the data was used to determine new categories 
and to refine all categories for interpretation (Charmaz, 1996).  
       An iterative process was used for open coding and axial coding. Higher-level 
concepts were represented as code families. Both cluster and network diagramming were 
completed to assist in analyzing the codes. Network diagramming allowed grouping of 
the open codes into code families for consideration as a category and to visualize co-
occurring codes. After the categories began to emerge, clustering was used (see Figure 
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7.2) to aid in understanding the relationships between the categories. Charmaz (2014) 
described clustering as linked wheels with spokes. The researcher found that clustering 
represented interesting groups of ideas in linked categories. Clustering also illustrated the 
axial codes or relationships among the codes (inside the categories). 
During selective coding, the theoretical process from the data was interpreted and 
high-level categories and subcategories central to the process were defined (Tweed & 
Charmaz, 2012). At the same time, memos were written throughout the analysis process, 
allowing intimacy with the data and increasing analysis (Charmaz, 2014; Lempert, 2007). 
After all categories, subcategories, and relationships were identified, the nursing and 





























Figure 7.2 The Process of Practicing With Wisdom 
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concept (Charmaz, 1996). By highlighting similarities between the findings of this study 
to previous theoretical constructs and concept analyses in the literature, it was possible to 
show potential transferability of the phenomenon of wisdom in action to similar 
situations in health care (Chiovitti & Piran, 2003). 
The theory was diagrammed as concepts and relationships emerged (Lempert, 
2007). Diagrams provided a visual display of what was known and assisted in 
understanding the meaning of the phenomenon. It was also possible to identify gaps 
where concepts were lost or not yet known. For example, during one of the early theory 
diagramming sessions, it was noticed that knowledge was missing. The researcher went 
back to the data and reevaluated knowledge as a key category. Concepts and properties 
were further refined and actual data were included to illustrate how the analysis is 




The stories varied widely in a number of ways. The ages of the patients in the 
stories ranged from a premature newborn to the elderly, while clinical scenarios included 
behavioral, trauma, medical, and obstetrical patients. Some stories pertained to an 
individual and others pertained to families. Typical clinical stories of wisdom in action 
were nonroutine challenging events or situations that dealt with uncertainty.  
As the researcher studied the data, she identified thoughts and actions performed 
when nurses felt they “made a difference.” Two different juxtaposed processes were 
recognized in the data: a technical care delivery process and an affective process, with 
expertise interpreted as underpinning both processes. These processes were not sequential 
or mutually exclusive. The technical care delivery process (the outside ring in Figure 7.2) 
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included actions related to the science of nursing and aligned closely with the nursing 
process. The affective process consisted of emotion and human interaction characteristics 
that were woven through the entire situation. The affective categories co-occurred so 
frequently that they were almost inextricable from one another, and relationships between 
them could not be clearly identified. Therefore, affective categories are visualized within 
a Celtic knot which, by its interconnectedness, is a symbol for the union of wisdom and 
method. This may pictorially represent the art of nursing. From the data, the process of 
using wisdom in practice, henceforth called wisdom in action (WIA), can only occur 
when both processes exist, supported by expertise.  
The categories and subcategories of the theory are discussed in the following 
sections. Table 7.1 illustrates the categories and subcategories to be discussed. 
 
Expertise 
       We coded all 30 stories and 10 descriptions of a “wise nurse” having expertise. 
This expertise foundation underlies and influences both the technical and affective 
wisdom processes. The expert nurse has an intuitive grasp of clinical situations with 
highly proficient performance. How the nurses handle emergencies and use available 
systems is a learned skill that demonstrated proficiency or expertise (Benner, 1984, 
2000). As one participant shared, “I think that wisdom can really only be obtained 
through experience and the book learning and everything is important and a great 
foundation.” Expertise is having an expert level knowledge, tenure and experience. 





 Table 7.1 
 
A Grounded Theory of Wisdom in Emergency Nursing 
 
 
Categories Subprocesses Linking Concepts 
Expertise 
Technical Wisdom Process 
Information Gathering Obtaining Patient History Information Processing 
 Assessing  
 Obtaining Pertinent Information  
   
Knowledge Identification Explicit Knowledge Critical Thinking 
 Intuitive Knowledge  
   
Judgment Formulation  Decision 
   
Intervention Implementation   
  Evaluation 
Affective Wisdom Process 
Emotional Intelligence Self-Awareness  
 Motivation  
 Self Regulation  
 Empathy  
Advocacy   
Assertiveness   






Technical Process Wisdom Categories 
 
The technical care process portion of the model is the scientific process of care. 
This process consists of four high-level categories: information gathering, knowledge 
identification, judgment formulation, and intervention implementation; and four linking 









Information gathering occurs as soon as the patient enters the ED and reoccurs 
after interventions. During this process the nurses obtain information about the patient 
and the situation. The three subprocesses are types of information gathering: obtaining 
patient history, assessing the patient, and obtaining pertinent information from the care 
record. Information is data structured within the context of care, and was always obtained 
prior to the action of using knowledge or applying a judgment (Matney, Maddox, & 
Staggers, 2014).  
 
Assessing the Patient 
 
The first type of information gathering occurred during assessment. When one 
patient was being wheeled into the ER, the nurse stated that she “immediately looked at 
the monitor and there was just a totally disorganized rhythm.” She then gathered further 
information: “We analyzed the rhythm, and she was in VFib” [sic; ventricular 
fibrillation]. 
 
Assessing Patient History 
 
Often, the history was being taken by the nurse at the same time as the assessment 
was being made. This information came from the patient, the patient’s family, or the 
ambulance crew.  
 
Obtaining Pertinent Information 
 
Pertinent information was also gathered, and included information such as 






The nurses described the information they gathered and described the problem. 
This implied that the cognitive processing of information occurred in their mind. During 
information processing, relationships in the information are formalized and synthesized. 










Explicit knowledge was coded when the nurses described pattern matching in 
their stories or described scenarios seen previously that they used to generate knowledge. 
One nurse described pattern matching when speaking about a patient: “She probably had 
anoxic brain as well. . . . I had previous experience where I saw a lot of people that were 
anoxic brain injuries, and she looked just like that.” Explicit knowledge was also 
manifested when the nurse described the rationale for interventions: “One thing that that 
patient needed immediately was IV [intravenous] access. That is really the lifeline for any 




Intuition was coded when the nurses made clinical decisions with no concrete 
information available to explain their actions (Berragan, 1998; Rew & Barrow, 1987). 
The nurses described this as a “gut feeling” or “hunch” about something that did not have 
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concrete facts to support it. This feeling motivated the nurse to perform some type of 
intervention. One of the nurses said, “Something was just very wrong.” She sat close to 
the patient’s room because of her feeling, and soon after the patient began projectile 




In the stories, critical thinking was used to define and understand a problem 
(physical or mental) and to establish a desired goal. The nurses determined the problem 
in the context of the situation. Critical thinking is the link between knowledge 
identification and judgment formulation, and is the act of cognitively analyzing, 




Judgment was coded when knowledge regarding the situation motivated some 
type of intervention. Judgment was also coded when the explanation was given as to why 
an intervention was performed. One nurse stated, “There was a totally disorganized 
rhythm on the monitor, so we defibrillated him.” In this situation, the nurse uses 
knowledge to determine a plan of action; this includes identifying the problem, goal(s), 




Decision is the linkage between judgment and intervention. During this time, the 
nurse in the ER made a determination as to what the right care options were for this 
patient (in context): “We got the crash cart there and we got her patched up with the 





After the nurses made a decision, they performed an action in the form of an 
intervention. The next intervention given for the patient above was, “We charged the 
defibrillator and defibrillated her.” Within the stories, the types of interventions included 
medication or oxygen administration, providing support or education, and performing a 




The final linking in the care process described by the nurses is evaluation. 
Evaluation leads back into information gathering and the process begins again. 
Evaluation was performed to determine the results of procedures or interventions. Types 
of evaluations were reviewing laboratory findings and evaluating vitals or equipment. 
After the above patient was defibrillated by the nurse, he stated, “She did not suffer any 
real negative consequences because of that early recognition and defibrillation of VFib.” 
 
Affective Process Categories (The Celtic Knot of Nursing Care) 
 
From the data, the researcher identified the importance of the concepts related to 
mood, feelings, and attitudes in the process of providing care. These concepts were 
encoded and grouped into the affective process categories. The stories indicate that these 




Emotional intelligence encompasses four subcategories: self-awareness, self-
regulation, motivation, and empathy (Codier, 2015; Kooker, Shoultz, & Codier, 2007). 
Therefore, the font for this category is the larger within the Celtic Knot of Nursing Care 
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The researcher coded self-awareness when the nurses recognized their own 
strengths and abilities. In one example, the nurse had previous experience as an IV nurse 
so he felt he was the best one to try and insert the IV on a premature baby: “I guess the 
point there is with a twenty-seven-week infant . . . having the skills and the confidence 
and the ability to place an IV line in such a small little child was something that was 
necessary and gave me a great feeling.” 
 
Managing Negative Emotions 
 
The nurses were motivated; they had a desire to recognize negative emotions and 
learn to overcome them. Negative emotions were most often mentioned when the patient 
was under the influence of drugs or alcohol or was a psychiatric patient. In the following 
story, the nurse was describing an intoxicated patient who fell off a porch and injured 
himself; she recognized the negative emotions and overcame them by staying calm and 
talking with the patient: 
He was drunk but he just would not comply with anything. He was ripping his 
gown off . . . throwing. . . . We put him in one of the behavior rooms. . . . He was 
trying to rip the rails off the bed. Anytime you came into the room he would be 
very aggressive. He would want to lunge at you and stuff. Dealing with this 
patient, you felt like you couldn’t really do anything for this patient because he 
was being so aggressive and so abusive. I think that is a really high stress. 
 
So what did the nurse do to calm him down? 
Just talking to him and sitting down and keeping my distance, but just talking and 
letting him vent and letting him know that “I’m not going to hurt you. I’m not 
going to do anything without telling you” and stuff. I think that really helped 
defuse that situation. I  





The nurses described many emotions they felt during patient interactions of 
various kinds. Open codes for this subcategory included “feeling stressed,” “feeling 
uncomfortable,” “feeling frustrated,” and “feeling angry.” They portrayed self-regulation 




Empathy was evident when the nurses thought about each person as an individual 
and treated even the most minor injury as important to that specific person. Sometimes, it 
took “reading between the lines” to understand what the person was saying. This category 
included compassion that occurred when a nurse witnessed suffering, entered that 
person’s or family’s experience, was motivated to help, and shared the burden with them 
(Goetz, Keltner, & Simon-Thomas, 2010; Von Dietze & Orb, 2000). The following is an 
example of empathy from the nurses’ stories:  
I think about how everyone needs mothering. You have to listen to their story. 
You have to think it through. He didn’t even know what he needed. . . . There is a 
bigger picture than what is going on in the room. . . . I couldn’t have gone on with 
my life until I helped  




Advocacy was treating every person with dignity and equality and alleviating 
suffering. When one nurse questioned a physician regarding the wrong dose in an order, 
she was being an advocate. In another story, a patient came in and admitted to his nurse 
that he was an alcoholic. The nurse stated, “I told him that if he was serious we could 
really get him help and that he was very brave, and that I was so proud that he could 
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admit that today.” The ANA (2001) addressed the importance of advocacy in its Code of 
Ethics. The nurse described the ethical dimension of wisdom in action by pointing to 




Several of the stories were cases in which the nurse had to take control of the 
situation. In one instance, the provider was an intern and the patient started “exorcist 
projectile vomiting blood.” The intern “freaked out and left the room,” so the nurse 
assertively stepped up to manage the situation. In another scenario, there was not a 
physician in the room but the patient needed to be defibrillated. The nurse stated, “I knew 
I had to do it but that was the first time I had ever defibrillated without a physician at the 
bedside.”  
Assertiveness was demonstrated when nurses suggested different types of 
interventions, such as a laboratory test, to the provider. Assertiveness is the ability to 
stand up for oneself or one’s patients by expressing thoughts, feelings, opinions, or needs 
without being aggressive or hurting others (Hodgetts, 2011). Confidence co-occurred in 
all of the reported cases of assertiveness. These data indicate that confidence needed to 




Confidence was discussed in two ways. First was practicing with confidence: “I 
had the skills and the confidence and the ability to place an IV line in such a small little 
child.” Second was gaining confidence. Nurses gained confidence when they were 
successful in performing a skill: “It made me more confident in the future that I had the 
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knowledge of what I needed to do   . . . when the ‘shit hit the fan.’” Confidence is self-
assurance and the realization of one’s own knowledge and ability; it requires the capacity 




Team collaboration was present when nurses, physicians, and all ancillary 
members were working cooperatively together, sharing problems and making decisions 
to carry out a plan for the patient. Collaboration requires social skills and the ability to 
communicate effectively with others. In a stressful situation, team collaboration is 
crucial. One nurse said, “If you have it in your mind that this is for the good of the patient 
and that I am working with this physician as a team to have the best outcome that we can 
have . . . .” 
The findings from this study, grounded in the data, illustrate that expertise and 
both technical and nontechnical skills are required to practice nursing with wisdom. The 
ability to perform patient care technical tasks will certainly impact nurses’ success in 
practice; however, how nurses work with others, advocate for the patient, and incorporate 
self-awareness might play an even larger part than nursing skills. Nurses must possess the 





The use of storytelling as a way to understand nursing practice led to valuable 
insights about the complexities of contemporary practice in an ED setting. By telling a 
story about a few meaningful experiences, nurses had the opportunity to reflect on 
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wisdom within their own practice and to realize they practiced using wisdom (Lieblich et 
al., 1998). One nurse stated at the end of a session, “I feel like I just had a therapy session 
where the therapist validated that I was a good nurse.” Participating in qualitative 
research can be transformative for some research participants.  
This study adds to the research by providing specific insights about practicing 
wisdom in nursing. Wisdom includes expertise, technical, and affective categories. All of 
the affective categories identified in this study were previously mentioned in the 
literature, but they were never grouped as a whole, as illustrated in the Celtic knot model 
of practicing nursing with wisdom. These categories are important to the patient, and in 
practice, educational, and leadership settings. 
The final grounded theory provides evidence for the categories needed to be a 
nurse. The theory is consciousness-raising for nurses. They can visualize the 
characteristics and actions required to perform wise practice and recognize the 
importance wisdom plays in practice. This is significant for nursing education because it 
provides the possibility of quantifying nurses’ skill levels and monitoring the changes 
over time for each affective characteristic. Some tools are already developed that measure 
these categories, such as the Perceived Self-Confidence Scale (White, 2014), but further 
tool development is needed. Knowing how these categories make a difference in care 
could lead to changes in nursing curricula. The ultimate significance is that the increased 
skill level may increase the quality of care.  
The earlier wisdom-in-action theory was deductively derived. In this study, 
additional categories were identified, including emotional intelligence, confidence, and 
assertiveness. The affective processes required to practice nursing are just as important as 
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the technical processes; hence, practicing nursing is both an art and a science. 
Research about wisdom in nursing is still in its infancy. Clinical questions 
pertaining to the profession should be developed with a focus on personal qualities of 
relevance to practicing with wisdom. In reflecting on the memos, stories, and literature 
review, additional research questions emerged. Suggestions for questions to be addressed 
in future studies include the following: 
1. What is the theory and research related to knowledge processing? 
2. What is the relationship between cognition and emotions in nursing? 
3. How are the categories in the Celtic knot different from and similar to the 
emotional intelligence domains? 
4. If all of the categories in the Celtic knot have measurement tools, can these be 
a measure of wisdom in action? 
5. Are there unique sets of wisdom categories that are optimal for different 




Practicing nursing with wisdom is a complex process. Wisdom categories clearly 
emerged from ED nurses’ stories about their practice. Understanding these categories 
may be used both to help nurses demonstrate wisdom as they provide nursing care and to 
teach new nurses the process of becoming wise in nursing practice. It was humbling to 
see evidence of the art and the science of nursing threaded through the care given by 
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Nurses seek to better understand how to gain nursing wisdom and apply it in daily 
practice. The American Nurses Association (ANA) added wisdom as a core nursing 
metastructure that is supported by nursing informatics, and defined wisdom in a manner that is 
integrally connected to nursing actions, defining wisdom as the application or use of knowledge 
to solve human problems (ANA, 2008); however, the concept and experience of wisdom in 
nursing practice has not been well defined. Therefore, the purpose of this dissertation was to 
develop a theory of wisdom in action for clinical nursing.  
The final theory was developed in three phases corresponding to the aims of this 
dissertation. The first phase was to develop an initial theory of wisdom in action using derivation 
and synthesis across existing wisdom theories or frameworks. The second phase was to create a 
theory rooted in clinical nursing, evaluating emergency department nurses’ wisdom processes 
using a constructivist grounded theory (CGT) approach. In the third phase, the two theories were 
synthesized to produce the final Theory of Wisdom in Action for Clinical Nursing. This chapter 
includes a summary of each step and interpretation of the findings from the first two phases, 
which were described in previous chapters. This chapter also includes the final synthesized 
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theory, as well as discussion regarding significance, limitations, and future research.  
 
The Use of Derivation and Synthesis 
The first dissertation aim was to descriptively define the construct of wisdom and to 
create a graphical representation (model) of wisdom in action within the context of clinical 
nursing practice. The research questions were: (a) what are the attributes of wisdom in clinical 
nursing? (b) What concepts are related to but distinct from wisdom in clinical nursing? and (c) 
What are the relationships between the attributes of wisdom, and between wisdom and related 
concepts, in the context of clinical nursing?  
The study and findings were reported in Chapters 5 and 6 of this dissertation. The initial 
theory of wisdom in action (WIA) for clinical nursing was developed inductively using 
derivation and synthesis, as defined by Walker and Avant (2011). Methods entailed examining 
existing models or theories, selecting a core model or set of models from which to create a new 
theory, and specifying how existing models were adapted. Four models were used for theory 
derivation: the data, information, knowledge, wisdom (DIKW) framework from the computer 
science and nursing informatics discipline (ANA, 2008), the Berlin Wisdom Paradigm (BWP; 
Baltes & Staudinger, 2000), the MORE Wisdom Model (Glück & Bluck, 2013) from the 
discipline of psychology, and finally the Model of Wisdom (MW; citation, year) from the 
discipline of education (Brown, 2004). These models were chosen because they focus on 
knowledge as the core of wisdom, a central component in the ANA definition of wisdom (ANA, 
2008).  
Synthesis included review of pertinent literature, creating definitions for the concepts 
based on nursing context, identifying additional concepts, and defining the relationships between 
the concepts. The final synthesis step was to develop an integrated representation or model (see 
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Figure 5.1). The Theory of Wisdom in Action for Clinical Nursing was comprised of four 
interrelated dimensions: (a) person-related factors, (b) environment-related factors, (c) 
knowledge, and (d) wisdom in action. The first two dimensions are antecedents to WIA. 
Knowledge is both an antecedent and a component of wisdom in action.  
The final research question for Aim 1 was to identify concepts that are related to but 
distinct from wisdom in clinical nursing. Two types of wisdom were described in the psychology 
literature: general and personal (Mickler & Staudinger, 2008). General wisdom is wisdom about 
life in general; it is directed toward other individuals from a third-person or observer’s 
perspective, and is manifested by caring for others. In contrast, personal wisdom is individual 
and internal, developed based on insight gained from experience. Personal wisdom is about one's 
own life and problems seen from a first-person perspective.  
Nursing wisdom pertains to both general and personal wisdom, and the two types of 
wisdom are juxtaposed in nursing care. Nursing is a distributed act that requires general wisdom 
regarding the situation of the patient or family being cared for, as well as the team around the 
nurse. Nursing is also an individual act and nurses need to be attuned to their beliefs and value 
systems when making clinical decisions, as well as have an understanding of their knowledge 
and abilities. The “Theory of Wisdom-in-Action for Clinical Nursing” describes the attributes 
and relationships of both general and personal wisdom in the context of clinical nursing practice.  
 
Emergency Room Nurses’ Wisdom Processes 
 
The first aim described concepts and attributes of wisdom as reported in the literature, 
examined from the context of clinical nursing. The second dissertation aim was to understand 
how nurses perceive wisdom in action, with emergency room nursing as the exemplar. 
Emergency room nursing was chosen because the emergency department represents a complex 
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environment in which nurses make frequent, critically important decisions (Laxmisan et al., 
2007). The purpose of this aim was to understand how emergency room nurses construct the 
meaning of wisdom in the emergency room setting within the culture of clinical nursing practice. 
The research questions were: (a) What does wisdom mean to emergency room nurses? (b) What 
central processes are used to practice wisely and gain knowledge through practice? (c) What key 
concepts are involved in the processes? and (d) How are the processes related to each other?  
The study and findings were reported in Chapter 7. Constructivist grounded theory 
(CGT) methodology was used to create a theory illustrating the process of practicing with 
wisdom in the emergency room setting. One theoretical sampling phase was used during which 
30 wisdom stories and 10 descriptions of wise nurses were obtained. Analysis included open 
coding, axial coding, and selective coding.   
The CGT model focused on two separate processes: a technical practice model and an 
affective practice model. The technical model resembled the nursing process and the affective 
model represented the interplay between emotional, social, ethical, and personal influences, 
including values and beliefs. These two models pictorially represented the art and science of 
nursing. The processes were related and occurred in parallel. Both need to occur for wisdom in 
nursing practice to take place.  
Skill (expertise) underpinned both models. A novel finding was the affective expertise 
required to practice using wisdom, including emotional intelligence, confidence, assertiveness, 
advocacy, and collaboration. These categories were as important as the technical processes, 
which emphasized cognitive knowledge and motor skills. Results reinforced and extended the 




The Synthesized Theory of Wisdom in Action for Clinical Nursing 
 
Two separate theories about clinical nursing wisdom in action were developed, and they 
appeared to be quite different from each other. The final composite Theory of Wisdom in Action 
for Clinical Nursing was a synthesis of both preliminary theories and is presented here. The 
initial derived theory, which had been vetted by expert nurses, could easily be explained and 
navigated; however, the affective process was an unexpected, novel finding in the grounded 
theory (GT). The commonalities between the two theories included expertise, the use of 
information and knowledge, and the nursing process.  
The synthesized theory is illustrated in Figure 8.1.The antecedents and theory are 
described below. In addition, the modifications, changes, additions, and deletions, as well as the 




Antecedent factors are pre-existing conditions that influence wisdom development. The 
antecedents, located on the left side of the model, were aggregated into two dimensions, person-
related factors and setting-related factors. Table 8.1 contains a list of the antecedent concepts 
with their associated definitions. Under the personal factors, provider was added alongside 
nurse, patient, and family. The providers played a negative or positive role in many of the 
situations. On a few occasions the providers were difficult to work with, and made dealing with 
the situation much more difficult for the nurse. Within person-related factors are personal 
factors, knowledge factors, and clinical factors. The antecedent concepts added to person- 
related factors were assertiveness and confidence. Assertiveness and confidence came from the 
CGT affective categories but were recategorized from attribution concepts to antecedents 














Wisdom Antecedent Definitions 
 
 
Wisdom Antecedent  Definition 
Age The length of time a person has lived 
Education Instruction received, including in school and on the job 
Social Intelligence The capacity to effectively manage complex social relationships and 
environments 
Values, Relativism, and 
Tolerance 
An awareness that all clinical judgments are a function of, and are 
relative to, a given cultural and personal value system 
Culture/Religion Acquired knowledge, behaviors, understandings, or beliefs shared by 
certain groups of people 
Cognition Speed and accuracy of basic information processing in the brain, and 
skills such as reading and writing  
Life Experiences Things that have happened during life in which knowledge and/or skills 
were gained 
Openness to Learning Awareness that there are multiple perspectives in every experience, and 
an interest in learning from new perspectives and from other people 
Assertiveness Standing up for oneself and one’s patient, without hurting others, through 
honest expression of thoughts, feelings, opinions, or needs 
Confidence Self-assurance and realization of one’s own knowledge and ability 
Fundamental Knowledge The possession of an extensive knowledge base regarding the nursing 
process and care of the patient 
Procedural Knowledge Knowledge regarding clinical procedures, processes, and interventions 
required for care 
Lifespan Contextualism Understanding others across the lifespan in order to provide age-
appropriate care 
Psychosocial Knowledge Understanding of or relating to the interrelation of social factors and 
individual thoughts and behaviors 
Mentors/Role Models Those who lead and guide students to have or develop behaviors that 
promote self-awareness and engagement with clinical situations 
Clinical Experiences Past acts of clinical care 
Clinical Training The level of education a nurse has received in clinical care and 
competencies 
Setting Type The location and clinical specialty of the situation  
Setting Culture A way of thinking, working, and behaving in a place where the situation 
occurs 
Nurse Familiarity with 
Setting 
The degree to which the location is known where the situation takes 
place 
Collaborative Team Nurses, physicians, and ancillary services cooperatively working together 
and sharing responsibility for solving problems, as well as making 
decisions to formulate and carry out plans for patient care 
Electronic System 
Information 
The type and format of information provided by an electronic health 
record 





as a grouping within the person-related factors is the largest change from the initial 
derivation model. The big circle of knowledge in the derived theory was modified 
because the CGT research indicated that knowledge, as an antecedent, was present and 
identified in the situation, but was not more important than other concepts in the model. 
One additional knowledge factor (psychosocial knowledge) was added. No additional 
concepts were added to clinical factors.  
 
Setting-Related Factors 
The second dimension, setting-related factors, includes electronic system 
information and decision support systems as two new concepts that emerged from the 
GT. In addition, the concept of collaborative team was added from the GT. 
The concept of data was deleted because, once data are structured and given 
context, they become information, and clinical data have already been transformed into 
information when used in the situation. The concept of information was moved to general 
wisdom in action and the name was changed to information gathering. The concept was 
moved because in the clinical setting the only information that matters is what pertains to 
the patient or family in that particular situation. 
 
The Theory of Wisdom in Action for Clinical Nursing 
 
 The theory illustrates two types of wisdom: general and personal. General wisdom 
in action occurs during the situation, as wisdom applied to the patient. General wisdom in 
action includes the technical process and the affective process; both processes are 
grounded in expertise. Personal wisdom in action takes place after the situation and is 
specific to the nurse. The reflection-feedback loop is personal wisdom in action and 
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involves the nurse pondering what happened, learning, and discovering meaning.  
 Two consequential relationships were added to the reflection-feedback loop: first, 
new knowledge is integrated into the knowledge factors, and second, confidence may be 
increased. Table 8.2 contains a list of wisdom attributes with associated definitions. 
 
General Wisdom in Action 
 
 The general wisdom in action portion of the theory replicates the GT, except for 
the addition of insight and intuition. The affective general wisdom in action process was  
 
Table 8.2 
Wisdom Attribute Definitions 
 
Wisdom Attribute Concepts Definition 
Stressful Situation or 
Management of 
Uncertainty 
An event during which the nurse feels worried or anxious regarding care of 
the patient, or does not have clear knowledge as to how to address the 
problem 
Information Gathering Data in the context of care grouped together to provide meaning 
Information Processing Interpreting and transforming incoming information into knowledge 
Knowledge Identification An understanding of the situation and the steps required to care for the 
patient at the expert level during the particular situation  
Critical Thinking The use of cognitive skills and logical reasoning to analyze, predict, and 
transform knowledge (Brunt, 2005) 
Insight and Intuition Intuition is a “gut feeling” or hunch about something that may be based on 
experience but does not have concrete facts to support it. This feeling 
guides the nurse to perform some type of intervention. 
Clinical Judgment 
Formulation  
The process of interpretation to derive a plan of action specific to the 
situation 
Decision Making a choice regarding care 
Intervention Putting the decision into action 
Evaluation Judging the effectiveness of the intervention 
Reflection Taking time to ponder and think about the critical thinking, judgments, and 
decisions used after dealing with uncertainty 
Learning Gaining knowledge 
Discovery of Meaning Self-awareness, motivation, self-regulation, empathy 
Emotional Intelligence Emotional intelligence is the innate potential to feel, use, communicate, 
recognize, remember, describe, identify, learn from, manage, 
understand, and explain emotions. It includes subcategories, self-
awareness, managing negative emotions, self-regulation, and empathy. 
Patient Advocate Preserving human dignity, patient equality, and alleviating suffering (ANA, 
2001) 




illustrated with a Celtic knot. The technical aspects existed in the earlier-derived model, 
but the relationships between the concepts were better illustrated in the GT. Knowledge 
mastery from the derived model was subsumed into expertise; expertise underpins and 
pertains to both the technical and the affective process. 
 
Personal Wisdom in Action 
After the situation is over, wisdom becomes personal as the nurse reflects on the 
situation, discovers new meaning, and learns new knowledge. The new knowledge is 
integrated back into knowledge factors and becomes part of the nurse’s baseline 
(antecedent) knowledge. Consequences of wisdom in action include new knowledge and 
increased confidence. Several times in the interviews, nurses stated that their confidence 
had increased because of the situation and that they felt they could perform in the same 
way again. 
 
Interpretation of Findings 
 
The preliminary theory of WIA for clinical nursing was created using derivation 
and synthesis. Three of the four contributing models (the Berlin Wisdom Paradigm, the 
MORE Model of Wisdom, and the Model of Wisdom Development) were research-
based, with previous validation of the concepts; the fourth (DIKW) has extensive 
grounding in philosophy and has been widely adapted in multiple domains. The derived 
theory contained many more concepts and domains than the CGT of wisdom. One of the 
reasons for the higher number of concepts is that the derived theory depicted the 
antecedents and consequences, and the CGT did not. Antecedents and consequences not 
being identified or defined in the CGT was due to the small number of participants; for 
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example, it would have been difficult to determine if religion or education changed the 
outcome with such a small sample.  
Another reason the CGT had fewer concepts was that both general and personal 
wisdom were depicted in the derived theory. This does not mean that personal wisdom 
was not revealed in the stories of wisdom from the emergency room nurses, because they 
did reflect on how the story influenced their future practice. Rather, the CGT research 
unintentionally focused on general wisdom because the coding of stories related more to 
the care during the situation than what was learned after the situation. Questions were 
asked in the interviews regarding reflection and learning, but only the actions occurring 
during the situation were modeled. 
 
Comparison to Other Nursing Theories 
 
The Theory of Wisdom in Action for Clinical Nursing augments existing theories 
and frameworks. In this section, WIA is compared to Benner’s (1984) novice-to-expert 
framework, Carper’s (1978) patterns of knowing, and the DIKW framework. 
 
Novice to Expert 
 
Benner (1984) defined five levels of nursing experience: novice, advanced 
beginner, competent, proficient, and expert. Each level is attained through years of 
clinical experience, education, and training. There are several similarities between 
Benner’s concept and the Theory of Wisdom in Action. The knowledge factors in the 
theory antecedent section, listing the types of knowledge required to practice with 
wisdom, align with education and training in Benner’s (1984) model. The WIA clinical 
experiences factor is equivalent to the clinical experiences that Benner (1984) described. 
180 
 
WIA requires expertise for a specific situation and includes evaluating information, 
identifying a problem, and creating and modifying plans as needed to provide care. This 
skill set requires, at the minimum, a proficient nurse who perceives and understands the 
whole situation. The important difference between the Theory of Wisdom in Action for 
Clinical Nursing and the novice-to-expert concept is not the extent to which things are 
fleshed out or defined; it is that this research was focused on wisdom and Benner’s 
(1984) research was focused on expertise. Expertise is only a subset of WIA. 
 
Types of Knowing 
 
Carper (1978) described four types of knowing: (a) empirics, (b) esthetics, (c) 
personal knowledge, and (d) ethics. The model of WIA can be aligned with Carper’s 
types of knowing. Empirics is the science or cognitive aspect of nursing. This aligns with 
the technical care process in the Theory of WIA. Nurses look at the facts (information) to 
systematically determine the problem, make a decision, and perform an intervention. 
Carper (1978) described esthetics as the art of nursing and described it as a tacit process 
where the nurse “perceives” what is happening to the patient. This pattern aligns with the 
affective process (the Celtic knot) in the middle of Figure 8.1. Emotional intelligence 
includes empathy and understanding and the ability to deal with the emotional aspects of 
the patient and family. The Theory of WIA also aligns with Carper’s (1978) insight and 
intuition because they are a type of perception. 
Carper (1978) described personal knowledge as understanding the individual self. 
Once that is known, it can be extended to others. This type of knowing aligns with the 
concept of personal wisdom, with knowledge extended to understanding. Nurses must 
understand who they are, how they deal with emotions, and be comfortable in that before 
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they can care for others. To do this takes reflection, understanding of meaning, and 
learning. Discovery of self for the nurse is visually demonstrated in the reflection 
feedback loop of the model. The consequences coming out of the loop are illustrated as 
increased knowledge and confidence. Future work investigating the link between 
personal wisdom and personal knowledge could reveal additional consequences in this 
part of the model. 
Ethics was Carpers’ (1978) fourth pattern of knowing; she described ethics as the 
moral component. In the Theory of WIA, ethics plays a large part in clinical judgment, 
and decision making is mediated by moral values. Wisdom and ethics share similar 
attributes and are closely related.  
 
The DIKW Framework 
 
The Benner (1984) novice-to-expert framework and Carper’s (1978) types of 
knowledge (ways of knowing) are similar to WIA but have subtle differences in focus 
and purpose. The alignment of the WIA theory with the DIKW framework was initially 
very tight, but decreased as the WIA theory evolved. Data were removed from the model 
because wisdom in action involves contextual data, which by definition equals 
information. The researcher’s thinking about DIKW and wisdom in nursing changed 
because of this research. WIA expands well beyond what is encompassed by the 
processing and transformation of data to information, and synthesis of information to 
uncover knowledge. Having knowledge supports decision making regarding the science 
of nursing, but those components are insufficient when it comes to the affective 




Significance and Implications 
 
This research developed a theory of wisdom in action for clinical nursing. The 
theory may be significant to the patient, practicing nurses, nurse leaders, nurse educators, 
nurse researchers, nurse informaticists, and the healthcare system in general.  
First and foremost, the theory has significance to patients. They could visualize 
the type of care they should be receiving from a wise nurse by looking at the general 
wisdom processes illustrated in the model of the Theory of Wisdom in Action for Clinical 
Nursing (Figure 8.1). When they are cared for by a nurse who understands and practices 
using wisdom, they will receive the most benefit. The theory can also contribute to 
development of a sophisticated type of patient satisfaction evaluation tool.  
The theory is consciousness-raising for nurses and nursing students who can 
visualize the characteristics and actions required to perform wise practice and who 
recognize the importance wisdom plays in practice. The theory validates how intimate 
and difficult it is to care for patients. The theory extends the literature by illustrating that 
the process is not just clinical skills, experience, and knowledge; it is more, and the 
“more” is the human, spiritual, intuitive part that becomes characteristic of the 
experienced nurse. WIA connotes in a clear way the complex, multifaceted, interminable 
actions nurses take to save and heal lives. Nursing administrators can use the theory to 
illustrate the complexity of nursing. This work provides a means to articulate the art of 
nursing, which is comprised of aspects that cannot usually be documented for the 
purposes of costing nursing services.  
The theory is significant for nursing education because it provides the potential of 
quantifying a nurse’s skill level and monitoring the changes over time for each affective 
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characteristic. Some tools have already been developed that measure aspects of these, 
such as the Perceived Self-Confidence Scale (White, 2014), but further tool development 
is needed. Knowing how these factors make a difference could lead to changes in nursing 
curricula. 
Illustrating the attributes and complexity required to be a nurse practicing with 
wisdom elevates the role of the nurse. For the nurse educator, the theory shows the 
cognitive and emotional skills required to be a “wise nurse,” and could potentially 
motivate nurses to continue to higher levels of education and lead to changes in the 
curricula. 
 This theory can provide a framework for other nursing research. The theory can 
guide informaticists regarding the use of the types of information accessed and 
knowledge needed. This will be of importance to nurse informaticists who need to 
understand and articulate what is valuable information within an electronic health record. 
Finally, for the general public, the theory helps people see who nurses are and what their 
role is in the healthcare system—not just in their actions, but also in the theory behind 
them.  
 
Strengths and Limitations 
 
Theory Strengths and Limitations 
 
This dissertation led to the development of a new midrange theory of wisdom in 
action for clinical nursing. The criteria for a good theory are significance, internal 
consistency, parsimony, testability, empirical adequacy, and practical adequacy (Fawcett, 
Watson, Neuman, Walker, & Fitzpatrick, 2001; Walker & Avant, 2011).  
Context and the content of the theory were examined to evaluate internal 
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consistency. The concepts within the derived theory were from other disciplines and had 
previously been validated. This gave credibility to the initial set of concepts and 
relationships. All of the concepts and relationships were defined within a nursing context. 
The definitions throughout the dissertation and study phases were consistent, or had 
documented rationale for modifications. The directions of the relationships flowed in the 
direction of care process. 
Parsimony was evaluated by determining if the phenomenon was presented in the 
most efficient way possible without oversimplification. The theory was parsimonious, 
given what is known now; however, like any new theory, the WIA theory is evolving. 
Therefore, new knowledge might allow more parsimony in the future. 
One determination of midrange theory testability is the research methodology. 
The theory’s greatest strength was that development was approached inductively, 
deductively, and abductively. Determining if the concepts were observable through 
instruments is another means to determine testability. Many of the affective concepts, 
such as confidence and assertiveness, have pre-existing measurement instruments; 
however, not each concept has a corresponding data collection instrument. Therefore, 
instrument development for measuring the levels of each concept is an area for future 
research. 
Empirical adequacy was determined by evaluating whether or not the assertions 
made by the theory were congruent with scientific evidence. The theory was tentatively 
accepted as reasonable by external evaluation; however, alternative theories should be 
taken into account as well. For example, empirical adequacy evaluation revealed that this 
theory has some similarity to situational awareness (SA) theory (Endsley, 1995). The two 
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were compared to determine if this theory is indeed new knowledge. SA is similar to 
WIA in that both have the concepts individual factors, decisions, and the performance of 
actions; however, additional actions performed during nursing practice, such as expertise 
and reflection, were articulated in WIA but are not part of SA.  
Finally, pragmatic adequacy required evaluating the utility for the theory for 
nursing practice. This was tentatively evaluated as adequate, because all actions from the 
30 stories obtained during the CGT phase were represented within the theory.  
 
Study Strengths and Limitations 
 
Like any research, this work had strengths and limitations. A significant strength 
was triangulation, with multiple approaches and deep examination of the concept. The 
strengths of the theory developed using derivation and synthesis are the origin, meaning, 
and usefulness (Walker & Avant, 2011). The derived Theory of WIA was developed 
deductively from previous validated theories and the nursing literature. The meaning was 
understandable, with clear antecedents, attribution concepts, relationships, and 
definitions. The theory was useful and provided new insights into the phenomenon. The 
initial theory was presented as a poster at a national conference and was well accepted, 
winning first place (Matney, Avant, & Staggers, 2013). In addition, the derived theory 
was published as an emerging theory in the most recent release of Nursing Informatics: 
Scope and Standards of Practice (ANA, 2015). 
Storytelling and CGT were effective approaches that verified and augmented the 
initial theory, providing the perspective of clinical nurses. This approach allowed nurses 
to identify and describe the phenomenon of practicing with wisdom. Using detailed and 
systematic procedures for data collection, analysis, and theory generation, the resulting 
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theory and hypotheses may help guide future investigation into the phenomenon of 
wisdom. 
A limitation of the CGT phase was potential researcher bias when performing the 
data collection and data analysis. Having a background in nursing brought preconceived 
notions regarding how practicing with wisdom should look. This was mitigated in part, as 
the researcher attempted to remain neutral and bracket prior knowledge and experiences 
through memos and journaling, as suggested for grounded theory research (Morse & 
Richards, 2002).  
Another limitation of the CGT study was the sampling. The study was limited to 
one nursing clinical specialty from a single hospital setting. The sample size was 
somewhat small and obtaining participants was difficult. The nurses agreed to be 
interviewed offsite during nonwork time, and so may overrepresent nurses who have an 
altruistic personality type. Therefore, the findings may not be applicable to other nursing 




Many opportunities exist for future research. The Theory of Wisdom in Action for 
Clinical Nursing provides an integrated framework for conceptualizing wisdom in action 
for nursing, thus providing common ground for future research. Expertise and knowledge 
underpin multiple aspects of the theory, so research should be performed to determine 
what information is important for nurses to have at hand to assist in judgment and 
decision making. Correspondingly, research should be conducted to determine the types 
of information requested at the bedside. There could be studies to evaluate how 
knowledge requests differ by specialty or practice level. Information and knowledge 
187 
 
needs can be supported by information systems; therefore, nurse informaticians should 
participate on or lead the research teams doing the research. Nurse informaticists can 
research what information facilitates improved outcomes and what information does not 
directly contribute to outcomes. In addition, the number and types of decision support 
alerts need to be evaluated to know how to block the “clutter” of information that is 
unimportant (i.e., does not matter in the particular situation). 
Nursing research is sparse regarding emotional intelligence; therefore, aspects of 
emotional intelligence could be researched to investigate the impact that increased or 
decreased levels of various facets, such as assertiveness, may have on patient care. Each 
category in the affective process should be evaluated for tool development. Measurement 
of these factors can help to determine areas for development in a nurse. In addition, 
research could be conducted to evaluate if lower or higher levels of emotional 
intelligence impact patient satisfaction.  
The theory can provide a theoretical framework for nursing education, especially 
in simulation laboratories. Future researchers might seek to understand how information 
is obtained and the types of media used to transmit knowledge (literature, media, clinical 
guidelines), so knowledge can be more easily accessible by students. The theory also 
reiterates the importance of allowing students time to reflect after simulation and clinical 
practice. Instructors might teach methods of reflection and notice when new knowledge 
has been integrated into the student’s practice. 
The theory itself needs further research. Each of concepts should be evaluated. In 
addition, the theory needs to be tested. The antecedents need to be evaluated to determine 
if they are correct, if they are comprehensive, and if they actually precede WIA. The 
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concepts and relationships need to be tested for semantic congruence with standard 
terminology systems; this would support integration of wisdom concepts into electronic 
health records and similar health information technology. The relationships between the 
technical and nontechnical attributes should be determined.  
Specific portions of the theory and concepts in the theory need further 
development. First, the theory of personal wisdom in action needs further research and 
theory enhancements. Mezirow’s (1981) concept of reflexivity describes six levels of 
reflectivity: reflectivity, affective reflectivity, discriminate reflectivity, judgmental 
reflectivity, conceptual reflectivity, and theoretical reflectivity. It would be interesting to 
study how each level affects personal wisdom and learning. 
The concept of “setting culture” needs further development. First, what are the 
attributes of setting culture? Collaborative team was the only cultural attribute identified 
in the CGT research, and should be an area for future research to identify additional 
sociocultural attributes. After the attributes are determined, they should be evaluated to 





Wisdom is a complex phenomenon that cannot be easily understood. This 
research was initiated because wisdom was added to the scope and standards for nursing 
informatics. The study articulated wisdom as a crucial concept throughout nursing. For 
clinical nurses, wisdom appears to be integrally tied with actions. The model of wisdom 
in action for clinical nursing developed through this research illustrates multifactorial 
influences on how nursing wisdom develops and how nursing wisdom is demonstrated.  
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This study provides nursing informatics practitioners with a beginning understanding of 
the psychosocial process of wisdom in nursing practice; it clearly articulates that some 
aspects of wisdom are amenable to informatics methods and tools, whereas other aspects 
are personal and reflective. The theory has been developed and is being presented to the 
scientific community, ready for testing. Because of the importance of knowledge during 
wisdom in action, the addition of wisdom was an appropriate addition to the nursing 
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